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DISPUTED INDICATIONS AND TECHNICS FOR CESAREAN SECTION* 
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ITH cesarean section, opinion on indications 
and choice of operation should certainly ap- 
proach unanimity. So much has been written and 
so many formidable analytic compilations have been 
advanced that one might well doubt that serious 
divergence of opinion would exist concerning any 
factor of importance bearing on cesarean section. 
This happy state can hardly be considered to have 
arrived, however, if one but scans the more recent 
publications. 

Our clinic is somewhat unusual in the inter- 
relations of its three services. Each admits patients 
for a twenty-four-hour period in rotation, and the 
conduct of complicated labor is the responsibility of 
the chief of service. This arrangement has en- 
couraged lively dispute and discussion through the 
years, unrestrained yet honest, open and construc- 
tive. As a result of constant reappraisal of results 
in open meetings shared by the three services, 
settled opinions have been recorded. Thus, after 
fourteen years and over 80,000 deliveries, we find 
ourselves largely in agreement on the indications for 
cesarean section, as well as on the technics to be 
followed. 

We recognize that not all would agree with our 
attitude toward these problems. It is the purpose 
of this paper to discuss the most frequently disputed 
indications and to state the position currently ar- 
rived at with respect to them and to the operations 
preferred. 


INDICATIONS 


The first problem is that of elective cesarean sec- 
tion for primiparas. One might immediately ask 
who elects and on what foundation. With cases of 
obvious fetopelvic disproportion there is no dispute. 
These, however, form a distinct minor group. The 
vast majority of cases constitute the so-called “‘bor- 
derline pelvis” group, in which the estimation of the 
fetopelvic relation establishes a challenge to the 
most honest and capable attendant in his effort to 
determine the proper solution. We frankly admit 
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our inability in many such cases to decide in advance 
of an adequate test of labor the ability of the patient 
to deliver herself or to be safely delivered by vagina. 
We marvel at the judgment and experience of the 
omniscient, which permit in advance of labor appre- 
ciation of the size, shape and moldability of the 
fetal head, the extent of the physiologic relaxation 
of the pelvic joints, the thickness and tension of the 
nonosseous pelvic structures, the character and 
effectiveness of the uterine contractions, the time 
factor in even partial dilatation and effacement of 
the cervix, the exact expectation date and the favor- 
able parturitional effect that the unknown, possibly 
endocrine instigator of labor may exert. Certainly 
mechanical and x-ray pelvimetry, no matter how 
accurate, tell none of these things. 

With due regard for these factors, we allow suffi- 
cient labor in borderline pelvic cases to permit the 
primiparous patient to demonstrate her capability 
for vaginal delivery. In patients with premature 
rupture of the membranes who go into labor late or 
are seen after what we consider a safe period for a 
clean operation, with a proper operational arma- 
mentarium there is surely no urgency until labor 
advances. The majority may be expected to progress 
as if such membrane rupture had not occurred, and 
the problematical status of the minority puts them 
in a group for special management in any case. 
Not many of us now accept premature rupture of 
the membranes per se as an indication for cesarean 
section, even when the exact fetopelvic estimation 
is not clear. We regard x-ray pelvimetry with 
esteem but without abject deference and place it 
well below the clinical examination and estimation 
of the patient’s labor prospects. These opinions 
direct a policy of allowing all primiparas adequate 
labor except in the presence of obvious disproportion 
when labor begins. 

The role of cesarean section in cardiac patients 
was formerly highly debatable. We no longer per- 
form it in these cases unless there is an obstetric in- 
dication for the operation. Nor do we permit its use 
solely for the purpose of sterilization, when there 
are other methods that are so much easier. Between 
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January, 1933, and August, 1942, in a series of 578 
cases of cardiac disease complicating pregnancy 
39 (6.7 per cent) were subjected to cesarean section. 
The operative incidence, however, dropped from 
8 per cent in the first 345 cases to 4.4 per cent in the 
last 223 cases, with a clinic incidence of 1.3 per cent 
as compared with one of 15 per cent among 53 
private patients.! 

We employ a system of absolute bed rest for pa- 
tients who have had or are threatened with decom- 
pensation, and constant cardiologic supervision for 
all the seemingly less severe cardiac cases. In this 
group, the incidence of decompensation has been 
reduced from 22.3 to 2.5 per cent and the mortality 
from 3.5 to 0.6 per cent, largely through competent 
medical care and the elimination of operative inter- 
ference except for strictly coincidental obstetric in- 
dications. Such appraisal of experiences supports 
our proscription of cesarean section on purely cardiac 
indications, for private and clinic patients alike. 
The management and conduct of the cardiac patient 
in labor is determined by the cardiac consultant 
and the chief of service. 

There are few conditions that have aroused more 
debate on management than has abruption of the 
placenta or premature separation of the placenta 
after the twenty-eighth week of pregnancy. We all 
recognize the occurrence of slight or partial separa- 
tions that present no clinical problem. We admit 
the value of early diagnosis of mild cases, especially 


TaBLe 1. Methods of Delivery in Abruption. 


METHOD SEVERE 


Cases Cases 
NO. NO. PER- 
CENTAGE CENTAGE 
SESE 63 43 20 23 
30 20 4 5 
Breech extraction. ................- 16 1 
Artificial rupture of membranes ..... 3 2 
Packing of cervix or uterus ......... 1 1 


in toxemic and primiparous patients, which may 
presently progress to the severest form. Most of us 
are not misled by the amount of external blood loss 
usually noted in over 80 per cent of mild and severe 
cases alike. The degree of shock is dependent on 
myometrial disruption as well as on blood loss, and 
it is frequently difficult to know which of these is 
more responsible for associated symptoms. If one 
admits the existence of the mild, the progressive and 
finally the complete abruption, with its dramatic 
picture and disastrous possibilities, one must also 
agree that each presents its own problem and re- 
quires its own solution. Who would perform 
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cesarean section in a multiparous patient with an 
effaced cervix approaching full dilatation in whom 
an abruption develops or in any patient with 
shock or hemorrhage, without first re-establishing 


TaBLe 2. Maternal Mortality in Severe Cases of Abruption. 


DELIVERY No. or No. or MortTatity 
Cases Deatus 
% 


blood volume, overcoming anoxia and combating 
shock? Who would refuse this operation when a com- 
plete abruption occurs with the cervix and birth 
tract unready for delivery, when means are readily 
at hand for combating shock and blood loss? Who 
dares sit by while an initial response to active meas- 
ures against shock may cloak disruption of the 
myometrium and progressive hemorrhage into the 
broad ligaments and peritoneal cavity? The answers 
fix the policy of the clinic, and the validity of such 
answers is to be found in the mortality report. In- 
judicious or poor management means more deaths, 
and there is no statistical compromise with death. 
On this basis and on that of the data on our material 
already published we are willing to be judged. 

A brief recital of an extremely severe case, illus- 
trating sequential procedures, follows. 


A 40-year-old multigravida was seen on February 21, 1945, 
about 2 weeks beyond term, in deep shock. The prenatal 
course had been normal, and there had been no abnormal 
or toxemic findings 5 and 2 days previously. 

The patient fainted in her home and remained unconscious 
for 8 minutes. There were no other signs or symptoms. A 
relative, a competent obstetrician, examined her within 15 
minutes. At that time she was mentally clear. The blood 
pressure was 120/60 and the pulse 78, the uterus was relaxed, 
and the fetal heart beat was present. Since the patient was 
at or beyond term and had never fainted before, she was sent 
to the hospital for the purpose of inducing labor. 

Half an hour after admission, the patient was in deep 
shock, with a blood pressure of 64/20 and a pulse of 70, barely 
palpable, cold wet extremities and poor vascular tone. There 
was some abdominal tenderness but no pain, and the uterus 
seemed to have considerably increased in size in 5 days. She 
became unconscious and almost moribund, no pulse or blood 

i being obtainable. The fetal heart could not be 
eard. 

Intravenous injections of plasma were begun at once and, 
while bank blood was being cross-matched, glucose solution 
was concurrently run into the other arm. In 2 hours, forced 
administration of 750 cc. of plasma, 1000 cc. of blood and 1000 
cc. of 10 per cent glucose, together with the administration of 
oxygen and the usual measures against shock, caused a rise 
in the blood pressure to 110/70 and a good pulse of 88. The 
patient regained consciousness, felt well and took an active 
interest in the proceedings, although she had received 0.03 
gm. of morphine. There was still no vaginal bleeding. The 
abdomen was opened and a hugely distended Couvelaire 
type of uterus was revealed. The lower segment was markedly 
stretched, and when incised spurted blood to a height of 1 
meter. A rapid low transverse cesarean section was done, and 
the dead fetus, huge clots and the separated placenta were re- 
moved. The uterine incision was closed, but the uterus failed 
to contract under stimulation or the intravenous and intra- 
uterine injection of oxytocics. 


. 
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It was believed that a hysterectomy would be fatal, for the 
nonretraction of the uterus permitted further blood loss and 
the reappearance of shock. A procedure that I have found 
life-saving in similar cases was therefore performed. The loose 
peritoneum at the lateral edges of the incision was dissected 
to expose the uterine arteries, and these were ligated — but 
not cut— with ties of No. 2 chromic catgut. Within a few 
minutes the flabby noncontracting uterus exhibited fibrillary 
contractions and assumed the crinkled or crepe-paper appear- 
ance that indicates response to the induced anoxia. 

The intravenous administration of blood, maintenance of 
the Trendelenburg position, the application of heat and so 
forth were continued. Four hours ned aetesetiog the pulse 
was 90 and of good quality and the blood pressure was 124/90. 
The patient had almost complete anuria for 3 days but there- 
after made an uneventful convalescence. There were some 
residual signs indicating damage to the cerebral nerve tissue 
from shock-anoxia, but these have since cleared up. 

In view of the existing lesions, this patient would probably 
have succumbed if temporizing measures had been employed. 

Our attitude toward pre-eclampsia and eclampsia 
is definitely conservative. We do not perform 
cesarean section on patients with eclampsia unless 
antitoxic measures have checked the eclampsia and 
made the patient operable. Patients with pre- 
eclampsia are treated medically unless the toxemia 
is progressive or recurrent. Termination of the preg- 
nancy is then proceeded with, for we have found 
that the old practice of carrying the patient along 
has produced poor results in morbidity and mor- 
tality for mother and baby alike. Chesley’s? follow- 
up of our patients shows the earlier the onset of 
toxemia and the longer it obtains before delivery, 
the poorer the prognosis for the baby and the worse 
the end result for the mother. Babies delivered early 
in a severely toxemic pregnancy have a better chance 
than those carried to or near term, and permanent 
damage to maternal structures parallels the dura- 
tion of the toxemia. The method of terminating the 
pregnancy is dependent on the severity of the 
toxemia and associated factors, such as abruption. 

Data on 879 cases of mild pre-eclampsia have been 
recorded. There were no maternal deaths. These 
cover a five-year period ending in 1940. Cesarean 
section was performed in 61 cases (6.9 per cent), 
an incidence approximately twice the clinic in- 
cidence. Approximately two thirds of the opera- 
tions were performed because of fetopelvic dis- 
proportion. There were 16 cases of abruption, and 
in 5 of these cesarean section was performed, with 4 
stillbirths. 

In 117 cases of severe pre-eclampsia seen during 
the same period, section was done in 26 (22 per cent). 
Eleven patients had abruption of the placenta, 4 
had cephalopelvic disproportion and 11 had other 
complications as coexisting indications. The need 
for cesarean section in severe pre-eclampsia is thus 
seen to be three times as great as it is in the mild 
group. The operative mortality was 8 per cent, 2 
deaths ensuing when abruption of the placenta com- 
plicated the severe toxemia. There were 5 deaths 
in all, — a mortality of 4 per cent, — 4 of them in 
patients with abruption of the placenta. Since 


78 per cent of those with severe pre-eclampsia were 
delivered vaginally, it is evident that our policy is 
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to treat all such cases energetically and anticipate 
vaginal delivery but to resort to cesarean section 
when progressive or recurrent toxemia is present 
and in some cases with placental abruption. Sec- 
tion was performed in 11 of 17 patients with abrup- 
tion occurring with severe toxemia, with 2 deaths. 
In 6 cases in which the patients were allowed to 
deliver vaginally, there were 2 deaths. In all 17 
cases the infants were stillborn. 

From 1931 until November, 1945, we treated 
236 cases of eclampsia. Nineteen patients died, 
a mortality of 8 per cent, and 10 were unde- 
livered. Cesarean section was performed in 20 
cases (8 per cent), in 4 of them for severe abrup- 
tion. In 5 cases section was done on patients with 
severe toxemia who developed eclampsia post 
partum; in 15 cases it was done on eclamptic pa- 
tients. Two patients were operated on while un- 
controlled, in opposition to the practice in our 
clinic. Section was performed in 10 cases one to 
nine days after the initial convulsion, and in 3 on 
the day of the first convulsion because of severe 
placental abruption. There were no maternal deaths 
following any of the cesarean sections. With 
elimination of the 5 cases in which eclampsia de- 
veloped postoperatively, the patients having been 
progressively pre-eclamptic when operated on, 
and the 3 cases in which operation was performed 
for abruption complicating eclampsia, the corrected 
incidence of cesarean section in eclampsia is seen to 
be 12, or 5 instead of 8 per cent. This figure 
clearly indicates our present attitude toward cesa- 
rean section ineclampsia. The operation is not em- 
ployed if we know or believe that the patient is 
about to have convulsions. It is occasionally done 
when the convulsive phase has been completely 
overcome. It is sometimes necessary when abrup- 
tion of the placenta occurs. But eclampsia should 
be one of the rarest indications. If it is employed 
in the convulsive stage, a high mortality, such as 
that reported by De Normandie’ in his last five- 
year study — 21 per cent of 53 cases— may be 
anticipated. 

From October, 1931, through 1944, we observed 
215 known hypertensive patients who went through 
two hundred and seventy pregnancies. There were 
6 maternal deaths, a mortality of 2 per cent. In 
two hundred and thirteen pregnancies carried past 
twenty-eight weeks, cesarean section was performed 
in 28 cases and hysterotomy in 3 of these, with 
1 maternal death —a mortality of 4 per cent — and 
7 fetal deaths —a mortality of 25 per cent. In 
one hundred and eighty-five vaginal deliveries, 
the corresponding mortality rates were 1 and 24 per 
cent. Two patients died undelivered, and 1 after 
an abortion at twenty-three weeks. There were 15 
cases of abruption, with a total loss of 80 per cent. 
Eleven patients were delivered vaginally, with no 
deaths, and on 4 cesarean section was performed, 
with 1 death due to peritonitis. , 
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Another indication for cesarean section is placenta 
previa. Of 341 cases observed from January l, 
1932, through 1941, cesarean section was performed 
in 104, with no deaths. Among the 237 patients 
delivered vaginally there were 2 deaths. 


TECHNICS 


In general, any type of cesarean section is rela- 
tively easy to perform. Previously it was largely 
in the hands of general surgeons, because most of 
those who delivered babies knew nothing about sur- 
gery. Although more adequate training in surgery 
and the application of surgical principles and 
technics have accelerated the surgical advance of 
obstetrics, too often there are adherence to old and 
outmoded procedures and hesitancy to utilize newer 
operations of proved worth. The surgical inferiority 
complex ill mantles the modern obstetrician; he 
must forget his midwife ancestry. He must be 
capable of successfully dealing with the technics 
and complications not only of any type of vaginal 
delivery but also of any type of abdominal delivery. 

There are three major abdominal operations in 
obstetrics — transperitoneal section, extraperitoneal 
section and cesarean hysterectomy. ‘The classic 
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Although the mortality figures for classic sec- 
tion and for the low-segment operation do not 
materially differ when done electively in good-risk 
patients not in labor and with intact membranes, 
the low-segment operation must be chosen for its 
lower morbidity, smoother convalescence and les- 
sened incidence of subsequent rupture of the 
uterine scar. When the membranes have been rup- 
tured or the patient has been long in labor or has 
been subjected to repeated examination, it is far 
superior. It is time for all obstetricians to learn 
and use an acceptable form of low-segment opera- 
tion, and to cease justifying continued use of the 
antiquated classic section. Our own preference is 
for the low-segment operation with transverse cer- 
vical or isthmial incision. This means combining 
the old Kehrer technic with the Munro-Kerr in- 
cision placed low on the isthmial segment, as ad- 
vocated and popularized by Phaneuf. In more than 
2000 cesarean sections performed in this clinic dur- 
ing the last fourteen years, low-segment operations 
have been chosen in 69 per cent of cases (Table 3). 

We believe that the Porro operation as employed 
in septic cases is an antiquated operation headed 
for the limbo of ancient and unused technics. Our 


TABLE 3. Cesarean-Section Data (October 1, 1931, to January 1, 1045). 


Type or DeLIveRY 


Transperitoneal and exclusion 

Latzko’s paravesical 


ee eer ee ee sees es 


. OF No. or MortTALitTy 
DELIVERIES Deatas 
/0 
75238 200 0.27 
2039 29 1.42 
1406 13 0.92 
483 1.03 
290 2 0.6 
193 3 1.5 
121 8 6.6 
28 3 10.7 
1 0 


operation is reserved for the last, when it precedes 
removal of the uterus. This applies to degenerat- 
ing fibroids and those obstructing the birth canal, 
and uterine rupture. Using the classic operation 
rather than the low-segment operation in cases of 
placenta previa represents a poor conception of the 
anatomic relations of the placenta, uterus and blood 
supply. The major portion of a placenta previa 
is not located in the lower segment, and with trans- 
verse incision a lesser amount is incised. More posi- 
tive suture control of the placental site is possible 
along the line of incision, and the thinner segment 
carries far fewer vessels. The uterine content and 
blood spill are kept out of the abdominal cavity, 
and more accurate estimation of blood loss is pos- 
sible. The thin uterine wall is grasped with T 
clamps, and hemostasis is easily obtained while 
suturing proceeds. There is no valid reason for 
electing the classic operation in placenta previa, 
and in my opinion the low-segment operation is 
always better and safer. 


experience with extraperitoneal operations during 
the last fourteen years shows a mortality rate far 
lower than that of comparable groups of Porro 
operations. It also indicates the needless sacrifice 
of uteri in Porro operations, and has caused us to 
reconsider our ideas on the manner of death in 
post-partum cesarean sepsis. The data from our 
clinic regarding extraperitoneal sections have re- 
cently been published‘ and will not be reviewed in 
detail. Septic deaths after section are usually due 
to peritonitis. In De Normandie’s® last five-year 
report from Massachusetts, 39 per cent of the 273 
deaths following cesarean section were from sepsis 
and another 10 per cent from embolus. There was 
a 4 per cent loss after extraperitoneal section. The 
hackneyed chant from the Porroites continually 
threatens us with the dire happenings that will 
follow retention of an infected uterus in the abdomen. 
This is voluble nonsense unsupported by facts. 
We could not possibly show a mortality of 1 per cent 
in over 500 cases of extraperitoneal section if this 


Vol. 234 


No. 26 


were so. The uterus at term is an organ well pro- 
tected by nature to withstand infection, else most 
women would die. Its excellent blood supply, the 
diminished lymphatic and venous drainage with 
post-parturitional contraction, the return to pelvic 
location early in involution, late cervical contrac- 
tion with adequate external drainage and the in- 
crease at term of the natural resistance to bacterial 
invasion all indicate control of uterine infection if 
no peritonitis has been induced. Patients with foul 
intrauterine infections do not die either after extra- 
peritoneal cesarean section or after eventual de- 
livery by vagina. But if they have had a classic 
or low-segment cesarean section they often do, and 
peritonitis kills most of those dying after Porro 
operations. The surgeon who performs a Porro 
operation always assumes that without it the pa- 
tient would have died, but with an extraperitoneal 
operation the patient would have recovered in any 
case. The figures from appreciable groups of cases 
should be allowed to speak for themselves, without 
“‘correcting”’ for certain deaths. We no longer believe 
that patients die from myometritis, parametritis 
or pelvic cellulitis provided that the infected areas 
are drained, but they still die from peritonitis. In 
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all septic parturient patients, the peritoneal cavity 
should not be opened. How better can one obey 
than with an extraperitoneal cesarean section? And 
except for vaginal delivery, there is no other way. 

The operation in itself is an anatomical one of 
moderate difficulty but certainly presents no chal- 
lenge to the obstetrician of surgical competence. 
The second-time hernia operation by the anatomy- 
wise and adept intern is generally a creditable one. 
The same can be said for the extraperitoneal opera- 
tion. Either the paravesical (Latzko) or the supra- 
vesical (Waters) approach is good, with definite ad- 
vantages favoring the latter. The majority of 
operations in our clinic are now performed with this 
technic. 


39 Gifford Avenue 


REFERENCES 


. Gorenberg, H. Rheumatic heart disease: controllable complication 
of pregnancy. Am. J. Obst. & Gynec. 45:835-840, 1943. 
. Chesley, L. C., Somers, W. H., Gorenberg, H. R., and McGeary, J. A. 
Analysis Y some factors associated = post- toxemic hypertension. 
Am. J. Obst. 8 Gynec. 41:751-764, 1941. 
3. De » Hina R. L. Five-year oon of cesarean sections in Mas- 
sachusetts. New Eng. J. Med. 227:533-538, 1942. 
4. bat E. G. Supravesical extraperitoneal cesarean section (Waters’ 
typ eee with 250 operations. Am. J. Obst. &2 Gynec. 49: 


no = 


THE TREATMENT OF BACTERIAL ARTHRITIS WITH PENICILLIN* 


Harotp L. Hirsu, M.D.,t Henry L. Ferrer, M.D.,f anp Harry F. Dow M.D.§ 


WASHINGTON, D. C. 


NTIL the discovery of penicillin, the methods 

of treating the infectious arthritides were 

not entirely satisfactory. Although the sulfonamides 

were often valuable, the results obtained with them 

left much to be desired. The superior antibacterial 

action of penicillin in vitro justified a trial of this 

agent in certain bacterial infections of the joints. 

The present report is an account of our experience 

with penicillin in the treatment of 26 patients with 
bacterial arthritis. 


GonococcaL ARTHRITIS 


Seventeen patients with gonococcal arthritis were 
treated with penicillin (Table 1). The diagnosis was 
made in 9 cases by culturing gonococci from the 
joint fluid and in 8 cases by finding gram-negative 
diplococci in a smear of the joint fluid. Thirteen 
of the patients also exhibited a local genital or uri- 
nary infection from which gonococci were cultured 
or which showed gram-negative diplococci on smear. 
There were 9 men and 8 women. In 15 cases the 
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George Washington University. 
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ospital, and the Department of Medicine, 


ton University; chiel, 


ngton Medical Division, Gallinger Municipal Hospital. 


arthritis was acute, having been present for less 
than a month in each. In the remaining 2 patients 
the disease had been present for three and six 
months, respectively. 

The patients with acute gonococcal arthritis may 
be divided into two groups according to the kind of 
treatment received. The 7 patients in Group A 
were given penicillin intramuscularly for short 
periods, ranging from eight to thirty hours. One 
patient (Case 3) was given a second and a third 
course of intramuscular penicillin of seventy-two 
and one hundred hours’ duration, respectively. 
Another patient (Case 6) received an injection of 
50,000 units of penicillin intra-articularly, in addi- 
tion to 80,000 units intramuscularly. A third pa- 
tient (Case 7) was given 100,000 units of penicillin 
orally every two hours for forty-eight hours, fol- 
lowed by intermittent intramuscular injections to 
a total of 550,000 units. There was no improve- 
ment of the arthritis in any case, although local 
genitourinary infections, whenever present, cleared 
up completely. With the exception of 1 patient who 
left the hospital against advice, all these patients 
finally recovered on symptomatic measures, sulfon- 
amides or fever therapy. 

Because of the complete failure of these short 


courses of penicillin, it was decided to treat for at 


— 
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least five days all patients subsequently admitted. 
The 8 patients treated in this manner are listed in 
Group B. They were given amounts of penicillin 
totaling 925,000 to 2,000,000 units. In every case 
the symptoms and signs of joint disease completely 
subsided during the course of treatment and did 
not return. These patients have been kept under 
observation for periods varying from one to five 
months without any recurrence of their arthritis. 
The 2 patients with chronic arthritis caused by the 
gonococcus were each given several short courses of 
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pneumococcus in 1 case each. Five of the 7 patients 
with staphylococcal arthritis recovered. Three of 
these were treated with intra-articular penicillin. 
The fourth (Case 21) received the drug by con- 
tinuous intravenous administration. The fifth pa- 
tient (Case 22) was given penicillin intramuscularly, 
and when he failed to improve on this regime, sup- 
plemental intra-articular injections were employed. 
In Case 20, the joint healed following three injec- 
tions of penicillin into the joint cavity, but the swell- 
ing and tenderness in the periarticular tissues im- 


penicillin. In addition, 1 was given three intra- proved more slowly and some induration and thick- 
TaBLeE 1. Results of Penicillin Treatment in Patients with Gonococcal Arthritis. 
STATE OF Case AGE Sex Race No. or GENITO- Route oF Duration oF Totat Dose RESULTS 
Disease No. Joints URINARY ADMINISTRATION TREATMENT 
Arrectep INFECTION ‘ 
yr. units 
Acute: 
Group A 1 39 M Negro 1 None Intramuscular 8 hr. 240,000 Unimproved 
2 23 F Negro 2 None* Intramuscular 12 hr. 4£0.000 Unimproved 
3 22 M Negro 2 Urethritis Intramuscular 60 hr. 00,000 Unimproved 
72 hr.t 720,000 
100 hr.t 1,000,000 
4 16 M Negro 2 Urethritis Intramuscular 16 hr. 300,000 Unimproved 
5 33 M White 1 Urethritis Intramuscular 30 hr. 300,000 Unimproved 
6 32 M Negro 1 Intramuscular 8 hr. 0,000 Unimproved 
Intra-articular 1 injection 50,000 
7 28 M Negro 3 Urethritis ra 48 hr. 2,400,000 Unimproved 
Intramuscular 44 hr. 550,000 
Group B 8 42 M Negro 1 Urethritis Intramuscular 5 days 925,000 Recovered 
9 20 F Negro 1 Cervicitis Intramuscular 5 days 1,200,000 Recovered 
and ure- 
thritis 
10 25 F Negro 1 Cervicitis Intramuscular 5 days 1,200,000 Recovered 
ure- 
thritis 
11 26 Negro 1 Cervicitis Intramuscular 5 days 1,200,000 Recovered 
12 19 F Negro 1 Cervicitis Intramuscular 8 days 000,000 Recovered 
13 19 Negro 1 Cervicitis Intramuscular 8 days 2,000,000 Recovered 
and ure- 
thritis 
14 28 M Negro 3 Urethritis Intramuscular 10 days 2,000,000 Recovered 
1 19 F Negro 2 Cervicitis Intramuscular 10 days 2,000,000 Recovered 
and ure- 
thritis 
Chronic 16 24 M White 8 Urethritis Intramuscular 12 hr. 200,000 Unimproved 
8 hr. 240,000 
30 hr. 300,000 
40 hr. 160,000 
Intra-articular 3 injections 50,000 
100,000 
200,000 
17 17 F Negro 5 None* Intramuscular 24 hr. 300,000 Unimproved 
24 hr.t 300,000 
24 hrt 300,000 
24 hr.§ 300,000 


*Cervical erosion was present, but gonococci could not be obtained on culture or smear. 


tSecond course. 
tThird course. 
$Fourth course. 


articular injections in amounts varying from 50,000 
to 200,000 units. Although the urethritis that was 
present in 1 case subsided completely, the adminis- 
tration of penicillin had no effect on the condition 
of the joints in either patient. Both patients later 
received fever therapy in a hypertherm cabinet, 
with complete resolution of the arthritis. 


STAPHYLOCOCCAL, STREPTOCOCCAL AND PNEUMO- 
coccaAL ARTHRITIS 


Nine patients with other types of bacterial 
arthritis were treated with penicillin (Table 2). 
Staphylococci were isolated from the joint fluids in 
7 cases and a hemolytic streptococcus and a Type 12 


ening of these tissues remained. Two months later 
the swelling of these tissues increased, redness and 
heat reappeared, and a low-grade fever supervened. 
Penicillin administered intramuscularly resulted 
in a complete recovery within two weeks. 

Both the patients with staphylococcal arthritis 
in whom penicillin therapy failed were treated at 
a time when the drug was scarce. Both had bac- 
teremia as well as inflammation of a knee joint. One 
patient (Case 23) was given sulfamerazine by mouth 
and penicillin intra-articularly in daily injections of 
50,000 units. Although penicillin concentrations 


of 0.156 to 0.625 units per cubic centimeter were 
maintained in the joint fluid — levels that were 
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found to be bactericidal for the patient’s organ- 
ism — staphylococci continued to be obtained on 
culture. The patient finally died of staphylococcal 
bacteremia. 

The other patient in whom treatment failed (Case 
24) was given penicillin intramuscularly in doses of 
20,000 units every four hours and in the knee joint 
in amounts of 10,000 units each day. Under this 
regime, the local bacteremia remained uncontrolled 
and the infection extended into the lower end of the 
femur, resulting in an osteomyelitis and periostitis. 
An arthrotomy was performed so that penicillin 
could be instilled into the joint through a catheter. 
When there was no improvement after this regime 
had been followed for three weeks, penicillin was 
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Discussion 


In view of the startling success of penicillin therapy 
in gonorrhea, one might expect similarly excellent 
results in acute arthritis caused by the gono- 
coccus. Actually, the value of penicillin in the latter 
condition is an unsettled question at the present 
time. Thompson,! Bloomfield et al.? and Josey and 
Kirshman’® obtained no benefit from the use of 
penicillin in their patients with gonococcal arthritis. 
On the other hand, some investigators*" report 
excellent results in small series of patients. In some 
cases, the arthritis responded to a short course of 
penicillin administered for the primary genitourinary 
infection, whereas others required a longer course 


TABLE 2. Results of Penicillin Treatment in Patients with Staphylococcal, Streptococcal and Pneumococcal Arthritis. 


Case AGE Sex Race KNEE ETIOoLoGy 
No. OINT 
INVOLVED 
yr. 
18 45 M Negro Left Staphylococcus 
19 7 F Negro Right Staphylococcus 
aureus 
20 12 M Negro Right Staphylococcus 
21 36 M Negro Right Staphylococcus 
22 29 M Negro Right Hemolytic 
staphylococcus 
23 54 F Negro Left Hemolytic 
staphylococcus 
24 22 F Negro Left Hemolytic 
staphylococcus 
25 : 33 M Negro Left Beta-hemolytic 
e streptococcus 
26 29 M Negro Left 


Pneumococcus 
Type 12 


Route oF DosAGE OF DuRATION RESULTS 
ADMINISTRATION PENICILLIN OF 
TREATMENT 
units days 
Intra-articular 20,000 daily 2 Recovered 
Intra-articular 2,500 twice daily: 30 Recovered 
12,500 to 50, 
daily. 
Intra-articular 30,000 to 80,000 5 Recovered*® 
every 3 days 
Intravenous 300,000 continuously 1, Recovered 
Intramuscular 25,000 every 3 hr. 14 Recoveredt 
Intra-articular 50,000 every 2 days 
Intra-articular 50,000 daily 30 Died 
Intra-articular 10,000 daily 16 Unimproved 
Intramuscular 20,000 every 4 hr. 28 
Intra-articular 50,000 to 200,000 8 Recovered 
every 2 to 3 days 
Intramuscular 100,000 to 200,000 16 
continuously for 
r.3 15, 
every 3 hr. 
Intra-articular 15,000 daily 21 Recovered 


*Two months later intramuscular penicillin was given for residual periarticular inflammation. 
tStill receiving penicillin intramuscularly for possible acute tricuspid endocarditis. 


discontinued. The joint was then placed in a cast, 
‘and the patient made a gradual but complete re- 
covery. 

One patient with arthritis of the left knee, caused 
by a beta-hemolytic streptococcus (Case 25) was 
given doses of penicillin varying from 50,000 to 
200,000 units directly into the joint every second 
or third day over a period of eight days. Although 
the arthritis improved rapidly, swelling and tender- 
ness of the periarticular tissues remained until 
penicillin was also administered intramuscularly, 
whereupon the entire infection healed completely. 

A pneumococcal arthritis of the knee joint with- 
out any evidence of infection elsewhere was present 
in Case 26. At first, daily intra-articular injections 
of 15,000 units were administered. When improve- 
ment on this regime was incomplete, the dose was 
changed to 12,500 units twice per day. This was 
continued for fifteen days, by which time the patient 
had completely recovered. 


or several courses. Most of these authors do not 
state whether there was swelling of the joints or 
other local signs of inflammation or whether the 
joint fluid contained leukocytes or bacteria. 

The present study was confined to patients with 
an increased amount of fluid in one or more joints, 
which either yielded gonococci on culture or showed 
them on smear. The first 7 patients were given peni- 
cillin intramuscularly for periods of eight to thirty 
hours or, as in 1 case, orally for forty-eight hours. 
These regimes were uniformly unsuccessful, even 
though additional short courses of intramuscular 
penicillin were given to 2 patients and penicillin was 
injected into the knee joint of another. Since it was 
concluded that more prolonged treatment was neces- 
Sary, each patient was given intramuscular injec- 
tions approximating 10,000 units an hour for a 
period of at least five days. Of 8 patients so treated, 
improvement was not apparent for at least three 
days in 5 and not for five to eight days in 3. All 


| 
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8 of the patients with acute arthritis treated by 
this method recovered completely. 

Our experience with chronic gonococcal arthritis 
has been limited. The 2 patients treated did not 
improve when given intramuscular penicillin, sup- 
plemented in 1 case by three intra-articular injec- 
tions. In view of the results in patients with the 
acute form of the disease, better results might have 
been obtained in chronic arthritis if treatment had 
been extended over a longer period. 

When one turns to the treatment of arthritis 
caused by the staphylococcus, streptococcus hemo- 
lyticus and pneumococcus, two principles are evi- 
dent. First, penicillin should be injected into the 
joint in amounts and at intervals sufficient to pro- 
vide a continuous bactericidal concentration. For 
the strains encountered we have found that doses 
of 50,000 units every second day or 100,000 units 
every third day are sufficient for this purpose. The 
second principle of treatment is that penicillin 
should be given systemically in adequate amounts 
and for long enough periods to combat extra- 
articular infection. It is probably best to administer 
it systemically to all patients for the first 
few days. In patients with bacteremia, inflamma- 
tion of periarticular tissues or infections elsewhere 
in the body and in those who may be suspected of 
developing an osteomyelitis, systemic penicillin 
therapy should be continued until all evidences of 
infection have disappeared. 


SUMMARY AND CONCLUSIONS 


Twenty-six patients with bacterial arthritis were 
treated with penicillin. Seventeen of them had 
gonococcal arthritis, 7 had staphylococcal arthritis, 
and 1 each had arthritis caused by the hemolytic 
streptococcus and the pneumococcus. 

Successful results were obtained in acute gono- 
coccal arthritis when penicillin was administered 
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systemically in adequate doses, and in arthritis 
caused by the staphylococcus, the hemolytic strepto- 
coccus and the pneumococcus when adequate 
amounts of penicillin were injected into the joint, 
accompanied by penicillin systemically in patients 
with extra-articular infection. 

The following dosage schedules are recommended. 
In acute gonococcal arthritis, 25,000 units should be 
injected intramuscularly every three hours for at 
least five days, or longer if needed. In arthritis 
caused by the staphylococcus, the beta-hemolytic 
streptococcus or the pneumococcus, 30,000 to 50,000 
units should be administered intra-articularly on 
alternate days until local and general signs of in- 
flammation have disappeared. If extra-articular in- 
fection is present, penicillin should also be given 
intramuscularly in amounts of 25,000 units every 
three hours. 


2111 Bancroft Place, N. W. 
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THREE YEARS’ EXPERIENCE WITH ELECTRIC CONVULSIVE THERAPY 


Jacos Norman, M.D.,* Joun T. Suea, M.D.7 


FOXBOROUGH, MASSACHUSETTS 


LECTRIC convulsive therapy has been used 
for the last three years at the Foxborough State 
Hospital and has become the chief form of physical 
therapy in the treatment of psychoses of psycho- 
genic origin and of severe psychoneuroses. During 
this period 266 patients have been treated, as 
follows: schizophrenia, 175 cases; manic-depressive 
psychosis, 51 cases; involutional melancholia, 24 
cases; and psychoneurosis, 16 cases. The majority 
of the schizophrenic patients had been in the hos- 
pital for periods ranging from one to thirty years 
and showed definite deterioration. 

In all newly admitted functional cases, an attempt 
was made to obtain permission for shock therapy, 
especially in cases in which the patient presented 
serious difficulties in hospital care, such as com- 
bativeness, resistance to feeding, mutism, suicidal 
and homicidal tendencies and assaultiveness. Per- 
mission for treatment was readily obtained in 60 
per cent of these cases. 

During the first year of use of electric convulsive 
therapy, we tended to be conservative and in most 
cases waited two or three months before recom- 
mending the treatment. As time went on, experience 
convinced us that the time element is a great factor 
in the prognosis of shock therapy for schizophrenia 
and that the number of remissions proportionately 
decreases in relation to the length of illness. Of late 
it has been our policy to recommend this therapy 
early, and as a rule it is begun within thirty days 
following admission. 

The criteria adopted for the selection of chronic 
cases for this treatment were rather broad. An at- 
tempt was made to obtain permission for treatment 
in cases that presented a syndrome of depression, 
agitation, guilt feelings and retardation, regardless 
of the diagnosis made. A large group of cases, most 
of which were those of chronic dementia praecox, 
were treated mainly because of requests coming 
from the patient’s family, regardless of the dura- 
tion of the illness and the type of onset. It is only 
during the last year that we have been reluctant to 
treat large numbers of old, deteriorated schizo- 
phrenic patients. Another group of chronic cases 
were selected for treatment because of the diffi- 
culties presented in their care, and the object was 
‘to modify symptoms to a point at which the pa- 
tients would make a better hospital adjustment. 

We have found that giving treatments three times 
weekly has met the therapeutic requirements for 
most patients. The number of treatments given 


*Senior physician, Foxborough State Hospital. 
tAssistant superintendent, Foxborough State Hospital. 


varied greatly. The acutely ill patients required a 
smaller number of treatments than did the chronic 
cases. The manic-depressive depressed and _ in- 
volutional melancholia cases required fewer treat- 
ments than did the manic-depressive manic cases. 
The schizophrenic patients in general required a 
larger number of treatments. In the treatment of 
chronic schizophrenic cases, we were governed by 
the reported experiences of Kalinowsky,' giving 
twenty treatments and, if improvement was evident, 
another series of ten to fifteen treatments after a 
rest interval of two or three weeks, even if the pa- 
tient lost all the improvement gained from the first 
series. If no improvement was noted after the 
series of twenty treatments, no further treatment 
was given except that in 12 cases of chronic schizo- 
phrenia fifty treatments were given, regardless of 
the fact that the patients did not improve after the 
first twenty. During the course of these fifty treat- 
ments, several patients began to show organic 
psychotic symptoms, such as untidiness, impair- 
ment of intellectual functions and marked regression, 
and therapy was interrupted for several weeks until 
these symptoms subsided. In all treated cases, 
whenever marked confusion was evidenced treat- 
ment was interrupted until the confusion had dis- 
appeared. In the technic of treatment, it was the 
object always to produce a major convulsion, since 
it was observed that in some cases a subconvulsive 
seizure delayed improvement. 

In the manic-depressive depressed cases, good 
results were obtained from an average of eight treat- 
ments. The involutional melancholia cases re- 
quired an average of fifteen treatments. The manic- 
depressive manic cases required an average of twenty 
treatments. In the acute schizophrenic group with 
a sudden onset, ten to twelve convulsions sufficed. 
The chronic schizophrenic cases with an insidious 
onset were refractory to any number of treatments. 
We have no experience in the use of combined 
electro-shock and insulin therapy in the latter 
group. 

All improved cases received a certain amount of 
psychotherapy and reorientation during and follow- 
ing treatment. In a small number of cases, an at- 
tempt was made during treatment to give more 
intensive psychotherapy, in the hope that this 
would decrease the number of shock treatments re- 
quired and at the same time give the patient a 
deeper insight into his problems. The results did 
not indicate that this method was practical. As 
soon as the patient became accessible to psycho- 
therapy he invariably occupied his interview with 
statements to the effect that he had been sick but 
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was now well, ready to go home and not interested 
in discussing his problems. In addition, the pa- 
tient’s relatives, as soon as they observed improve- 
ment, began to press for early home visits, which 
interrupted attempts at intensive psychotherapy. 

In the majority of improved treated cases, the 
patient soon began to object to further treatment 
and had a tendency to cover up his remaining symp- 
toms in an effort to convince the physician that 
treatment should be discontinued. This attitude 
is not conducive to a frank and open discussion of 
existing psychogenic problems and conflicts. In 
view of this, it seems that intensive psychotherapy 
must of necessity be carried on after the patient’s 
release from the hospital. Although these patients 
are required to report at the hospital at regular in- 
tervals, — approximately once a month for one 
year, — this is not sufficient for intensive psycho- 
therapy. An exception to this conclusion was en- 
countered in the psychoneurotic group, in which 
a few electric-shock treatments greatly facilitated 
psychotherapy. 

Although the maximum number of shock treat- 
ments has not been definitely established and some 
clinicians advocate the administration of three or 
four series of twenty treatments each, one often 
doubts that this is a sound therapeutic procedure, 
especially in view of the much more favorable results 
reported in chronic schizophrenia with insulin-shock 
therapy. 

During the three years in which we have employed 
electric-shock therapy, approximately 4000 treat- 
ments have been administered and complications 
have been negligible. There have been no fatalities 
and no fractures of the spine or other bones. Tem- 
porary confusion and more prolonged impairment 
of memory were the most frequently encountered 
complications. In some cases impairment of mem- 
ory lasted for three months after cessation of 
therapy. In the cases that received fifty treatments, 
some patients showed symptoms pointing to the 
possibility of organic brain damage. 

One patient developed signs of active pulmonary 
tuberculosis after receiving his fifteenth convulsive 
shock. Another developed pulmonary tuberculosis 
three months after receiving fifty treatments. A 
young, robust male patient developed pleural 
effusion with high fever during the course of con- 
vulsive therapy. 

Four patients with the diagnosis of dementia 
praecox, paranoid type, developed definite assaultive 
tendencies during the treatment, and 2 of these 
threatened suicide and made suicidal gestures. 
Two patients developed grand-mal seizures within 
two months of cessation of treatment. 


CLINICAL RESULTs AND Discussion 


The difficulties encountered in evaluating the 
clinical response to this type of therapy are many 
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and are no doubt the cause of the great discrepancies 
noted in the results obtained in reports from dif- 
ferent hospitals. The greatest disagreements noted 
are in the reported results in schizophrenia. The 
cases included under this heading represent a 
heterogeneous group with a great variation in 
etiology and prognosis. The results obtained from 
electro-shock therapy therefore depend greatly on 
the type of cases selected for treatment. 

To evaluate this empirical therapeutic agent, 
our results must be compared with those obtained 
in the same hospital before institution of this 
therapy, and also with those obtained in other hos- 
pitals with electroconvulsive treatment. 

Kalinowsky! and Lowinger and Huddleson? have 
emphasized that the efficacy of electric-shock 
therapy in schizophrenia depends on the length of 
illness before treatment is instituted and the inten- 
sity with which treatment is given. In acute schizo- 
phrenic cases Kalinowsky reported 68 per cent re- 
missions, whereas in chronic cases he reported only 
9 per cent. Many clinicians obtained no remissions 
in cases with a duration of two years or more. 

We too have learned that the time element is of 
great importance in the prognosis to be expected 
from shock therapy, but we believe that the mode 
of onset, the age of the patient at onset, the severity 
of symptoms and evidence of marked maladjust- 
ment beginning in adolescence are the best criteria 
for prognosis. We have failed to obtain remissions 
in several acute cases of schizophrenia regardless of 
the number of treatments prescribed. In these 
cases the failure could not be ascribed to the length 
of illness or the lack of intensive treatment. In 
certain cases, in spite of repeated courses of this 
therapy we witnessed the return of a foggy, dreamy, 
confused state after only a few lucid days. 

There are also technical difficulties encountered 
in reporting statistical results of electric-shock treat- 
ment. Acute schizophrenia gave a high percentage 
of remissions, ranging from 60 to 75 per cent, 
whereas in patients who had been ill for a year or 
more before treatment was begun the remissions 
ranged from 2 to 9 per cent. Any report of results 
that lumps together these two groups is extremely 
misleading. 

There were also certain patients who after treat- 
ment had a full remission that lasted sufficiently 
long to accomplish their discharge from the hospital 
but promptly developed another episode, were re- 
admitted as new cases, were treated again and were 
once more released. Others were subsequently ad- 
mitted to other hospitals for treatment. In some 
reports these cases appear several times as recovered ~ 
cases. 

In certain reports it is noted that patients im- 
proved but required weekly treatments outside the 
hospital to maintain this improvement. We have 
such cases, but it is our opinion that they cannot 
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be considered as improved and are not properly 
classified as such. 

In addition, there is always a group of schizo- 
phrenic patients who present many symptoms of an 
affective psychosis and are often described as hav- 
ing schizo-affective disorders. Most of these cases 
have a good prognosis with any form of treatment 
and do not necessarily prove the effectiveness of 
electro-shock therapy in schizophrenia. One is 
often tempted to revise this diagnosis in reviewing 
these cases. 

For purposes of simplification, our results are re- 
corded in two groups — that of patients who re- 
covered or were much improved and are living out- 
side the hospital, and that of ‘patients not well 
enough to leave the hospital (Table 1). 

Of the 175 schizophrenic patients treated, 120 
had been ill for one year or more and 55 had been 
ill for less than one year. With the latter the re- 


TaBLeE 1. Summary of Clinical Results. 


RESULT No. oF PERCENTAGE 


mission rate was 62 per cent, with an average hos- 
pitalization period of less than six months; with the 
former the remission rate was 7 per cent. In patients 
with manic-depressive psychoses, the remission 
rate was 70 per cent, with the average hospitaliza- 
tion period seven months. In involutional melan- 
cholia, the remission rate was 48 per cent, and in 
psychoneurosis, 80 per cent. Our results on the 
whole do not differ greatly from those obtained by 
Kalinowsky in his report of 1500 cases. He gives his 
remission rates as follows: manic-depressive psycho- 
sis, 85 per cent; acute schizophrenia, 54 per cent; 
schizophrenia of two years’ or more duration, 9 
per cent; involutional melancholia, 85 per cent; and 
involutional paranoia, 43 per cent. 

Our comparatively low figure of 46 per cent of 
treated patients well enough to live outside the 
hospital is accounted for by the fact that almost 
half the 266 patients treated had chronic schizo- 
phrenia, and also by the fact that many of the in- 
volutional melancholia cases were of the paranoid 
type. Especially good results were obtained in a 
group of young women who developed schizo- 
phrenic symptoms following delivery, and also in a 
group in whom fatigue appeared to be a precipitat- 
ing factor. 

In order to compare our results with those ob- 
tained in the same hospita! prior to the institution 
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of shock therapy, we have reviewed the records of 
all patients admitted during 1937 and 1938. Dur- 
ing this period there were admitted 100 patients 
diagnosed as having dementia praecox; 60 per cent 
of these cases were acute. Two years after admis- 
sion 24 patients had been discharged, 4 had died, 
and 72 were in the hospital or had been transferred 
to other hospitals. Of 33 manic-depressive patients, 
17 were out of the hospital, and of 17 patients with 
involutional psychoses, 5 were out of the hospital. 
The average length of hospital stay for the schizo- 
phrenic patients discharged was sixteen months and 
that for manic-depressive patients was eleven 
months. 

In the second group, — namely, the patients im- 
proved but still hospitalized, — the record is as fol- 
lows. In the whole group of affective disorders 
treated, all the patients showed slight improvement 
in behavior and several have been able to go on short 
visits. The involutional patients who did not im- 
prove sufficiently to leave the hospital improved 
in physical health and are now employed in various 
hospital departments. 

The great majority of the treated patients with 
chronic schizophrenia gave a history of insidious 
onset and showed mutism and bizarreness, with 
flattening of the emotions. They usually showed 
some improvement after five or six treatments, but 
as treatment progressed they tended to regress even 
further than when treatment was instituted. The 
paranoid schizophrenic patients became more irri- 
table, stubborn, resistive and assaultive, and treat- 
ment was discontinued. 

A number of patients who presented marked 
difficulties in management of several years’ dura- 
tion improved with treatment sufficiently to adjust 
well on the wards with other patients. 


CoNCLUSIONS 


Three years’ experience with electric convulsive 
therapy has convinced us of its efficacy in the treat- 
ment of acute psychoses of functional origin. The 
length of the psychotic episode was definitely 
shortened, as is indicated in the figures covering pa- 
tients admitted in 1937 and 1938 who had no shock 
treatments, the period of hospitalization was less 
hazardous, and in acute cases the number of remis- 
sions was almost doubled.’ 

As regards the efficacy of this form of treatment 
in schizophrenia, the results are generally good if 
treatment is instituted early in the disease and if the 
cases are of sudden onset and do not show early 
marked regression. 

In the treatment of chronic dementia praecox, we 
are convinced that electric convulsive therapy is not 
of much value. We do not feel justified in treat- 
ing 100 patients with the hope of obtaining seven 
remissions. 


| 
Cases 
Recovery or much improvement 
(outside hospital): 
Moderate or little improvement 
(inside hospital): 
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Although we have had no personal experience 
with insulin-shock therapy or combined electric- 
shock and insulin-shock therapy, we are impressed 
by the results reported by other hospitals. It is our 
hope that as soon as hospital conditions permit we 
shall be able to treat with insulin a group of cases 
that proved refractory to electroconvulsive therapy. 

Electric-shock therapy is of value as symptomatic 
treatment in chronic hospital cases presenting 
marked difficulties in management, provided that 
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symptoms can be alleviated with a few treatments 
and that maintenance treatment is not required,too 
frequently. 
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MEDICAL PROGRESS 


GYNECOLOGY: CARCINOMA OF THE VULVA 


Lancpon Parsons, M.D..* anp Joe Vincent Meics, M.D.t 


| ide progress has been made in the treat- 
ment of carcinoma of the vulva during the last 
five years, except for a more enlightened conception 
of the natural lymphatic spread of the disease and 
emphasis on a more radical surgical approach to the 
deep lymphatic chains. 

Among those primarily interested in the disease, 
the battle for early recognition and preventive treat- 
ment has continued. Despite the many articles ap- 
pearing in the literature, the patient still presents 
herself to the operating surgeon with a relatively ad- 
vanced state of malignancy. Through the medium 
of the radio, which has taken the place of the corner 
drugstore, home therapy in the form of soothing 
salves for relief of intolerable itching or pain has 
often been tried for several months. The medical 
profession appears to be not entirely blameless, for 
there are few conditions in the field of malignant 
disease that are so badly misdiagnosed and mal- 
treated as is carcinoma of the vulva. 

The problem therefore revolves around early recog- 
nition of the prodromal symptoms on the part of the 
patient and, similarly, greater alertness on the part 
of the physician to the early manifestations either 
of the premalignant state or of the actual presence of 
the cancerous lesion. The surgeon for his part must 
adopt a more radical approach to the eradication 
of the neoplasm, as regards both the initial lesion 
and its distant spread. 

Such a change in attitude on the part of the laity 
and the medical profession is of the greatest im- 
portance, for the disease in its actual course tends 
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to remain localized for long periods, metastasizing 
to distant organs slowly, although freely. An at- 
tack may therefore be made on the local lesion and 
the regional lymphatics with a reasonable hope of 
cure, provided that a radical enough concept is en- 
tertained at the time of the initial attack. For the 
patient to temporize because of a natural reluctance 
to consult a physician for an itching vulva or for her 
to prolong self-treatment with ointment, salve or 
hormones is to underestimate the disease. An in- 
adequate choice of a surgical approach, such as the 
use of radium or x-ray, partial vulvectomy, hemi- 
vulvectomy or complete vulvectomy with a uni- 
lateral superficial groin dissection, is to court 
disaster. 

It appears that the dissemination of knowledge 
regarding the nature of carcinoma of the vulva has 
been faulty in that neither the public nor the medi- 
cal profession is aware of the tragic consequences of 
neglect in a disease that should present one of the 
highest possibilities of complete cure of any of the 
cancerous lesions. Undoubtedly this is due in part 
to the fact that carcinoma of the vulva represents 
only 4 per cent of the total cases of genital cancer in 
women. Thus, although any cancer educational 
program is followed by the appearance in clinics 
and private offices of many early or suspicious cases 
of cancer of the cervix or fundus of the uterus, the 
same cannot be said for cancer of the vulva. 

So far as faulty diagnosis on the part of the phy- 
sician first consulted is concerned, there are several 
factors at work. One of these is the failure to recog- 
nize the true cancerous state, such as the difference 
between kraurosis and leukoplakia. Likewise, most 
physicians have been taught that a cancer is, by and 
large, nontender. For the most part this is true, 
but the vulva, like the floor of the mouth, is a notable 
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exception. The tenderness is probably due to super- | 


imposed infection, but the fact that the lesion is 
tender is enough to divert the attention of the 
physician from entertaining a suspicion of cancer. 

The surgeon dealing with carcinoma of the vulva 
is likely to be confronted with a patient in the older 
age group, for the mean average age of these pa- 
tients lies somewhere between fifty-eight and sixty- 
one years. The lesion may appear to be unilateral, 
and the nodes in the superficial groin, if considered 
at all, may be regarded as inconsequential. The sur- 
geon is thus lulled into a sense of security and either 
attempts a wide local excision or hemivulvectomy or 
applies radium locally. If he elects to perform a 
groin dissection, this is usually undertaken at a 
later date when it is evident that the nodes pre- 
viously regarded as insignificant represent metas- 
tases. If the dissection is done as part of the original 
operation or as a staged procedure, it is likely to be 
a superficial removal of the nodes above Poupart’s 
ligament. 

In the first place, cancer of the vulva is a disease 
of the entire vulva, and the surgeon performing a 
hemivulvectomy or local removal is more often 
than not confronted with a contralateral neoplasm 
or a local recurrence. Neoplasms in this area are 
prone to recur. 

As for the lymphatic spread, there is a marked 
tendency, depending on the location of the initial 
lesion, both to bilateral invasion of the regional 
lymphatics in the groin and to invasion of the deep 
femoral chain located above Poupart’s ligament, 
where the nodes in the obturator area and Cloquet’s 
node along the external iliac vein are frequently in- 
volved. None of these areas can be reached by a 
superficial node dissection in the groin. 

It is thus apparent that many surgeons have fallen 
into the trap of underestimating their opponent 
while attempting to spare their patients a more 
formidable surgical experience. If at the end of six 
months or one year a local recurrence is observed 
and the nodes of the groin become obviously in- 
volved, the patient must then undergo the same 
degree of surgery when she is one year older and 
has less chance of a permanent cure. 


DIFFERENTIAL DIAGNOSIS 


All writers on this subject agree that all tumors 
of the vulva should be biopsied, whatever the size 
of the lesion and whatever the age of the patient. 
Thus, Speisser! writes as follows: 


A positive diagnosis should never be made solely on the 
appearance of infected lesions about the external. genitals. 
rossly similar lesions may result from different etiologic 
factors or a single agent may produce variable lesions. 
Since many of the pathognomonic factors may be absent 
it is well to do routinely a dark-field and serologic examina- 
tion, smear for Donovan bodies, Ducrey bacillus and fuso- 
spirochetes, intradermal test with Ducrey bacillus antigen 
we the Frei antigen and a microscopic examination after 
lopsy. 
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Carcinoma of the vulva is infrequently found in 
Negresses, but certain writers have found, as Dei- 
bert and Greenblatt? have, that genital cancer may 
be coexistent with, be stimulated by, or form a 
direct sequel to venereal disease, particularly 
lymphogranuloma. Eight of the 9 cases of car- 
cinoma of the vulva occurring in the Negresses in 
Taussig’s* series were preceded by syphilitic or 
postsyphilitic granulomas. 

The reader is referred to the recent excellent ar- 
ticles by Speisser,! Taussig* and Savill‘ for detailed 
information on the subject of infectious diseases. 
Neoplasms in the area of the vulva have been dis- 
cussed in the recent literature by Norris and Block,’ 
Folsome,® and MacDonald.’ 


PREVENTION 


That certain changes in the tissues of the vulva 
area predispose to malignant transformation is a 
well known fact. Leukoplakia, for example, is uni- 
versally regarded as precancerous because of the 
tendency to epithelial hypertrophy. Thus, Taus- 
sig § found that 71 (45 per cent) of 161 patients 
with carcinoma of the vulva had a preceding leuko- 
plakia. During the same period he observed twice 
this number of cases of leukoplakia without car- 
cinoma. In other words, one third proceeded to the 
development of carcinoma. One would therefore 
expect prophylactic vulvectomy to produce a cure 
and reduce the incidence of subsequent cancer. 
Kraurosis, on the other hand, is an atrophic process 
developing in elderly women or in castrates and, as 
Savill* points out, the pre-existing atrophy prevents 
the development of the hypertrophic state with 
keratinization seen in leukoplakic vulvitis. 

It therefore appears to be a simple process of selec- 
tion to provide the proper treatment in the preven- 
tion of the cancer. Vulvectomy is definitely in- 
dicated in leukoplakia, whereas the vulva with 
kraurosis should readily respond to therapy with 
estrogens, whether these are applied locally or par- 
enterally, or to vitamin A and dilute hydrochloric 
acid orally, as suggested by Swift,® who believes that 
lack of vitamin A with varying degrees of achlor- 
hydria underlies the pathologic state found in 
kraurosis, leukoplakia and pruritus vulvae. 

Unfortunately, despite a voluminous amount of 
literature, dating back to the Hunterian lectures of 
Bonney in 1909, regarding the difference between 
kraurosis and leukoplakia, confusion still exists. It 
seems that the two conditions may exist simul- 
taneously in the same patient. Graves and Smith!® 
and Adair and Davis"! believe that they are one 
and the same process; whereas Ketron and Ellis” 
think that each may be identified in the early stages, 
although they may be present together. The prob- 
lem is thus not quite so simple as it first appears. 
Excellent descriptive articles bearing on the dis- 
cussion of the difference between these conditions 
may be found in the literature. Savill, Buxton,® 
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Taussig,? and Norris and Block® have been recent 
contributors. 

Perhaps one should adopt the attitude of Norris 
and Block’ toward prophylactic vulvectomy. These 
authors write: 

Physiologic atrophy of the vulva predisposed to path- 
ology. The sequence of events would be the development 
of minute cracks in this early traumatized atrophic area, 
followed by infection, itching, more trauma through the 
years, to the final stage of chronic atrophic dermatitis 
manifest by a smooth, glistening, translucent parchment- 
like skin in which the pruritus may be intermittent. 


In this group vulvectomy is advised. 

Taussig® found the following possible etiologic 
factors in the development of carcinoma of the vulva 
among 155 cases: leukoplakia, 72 cases; syphilis or 
postsyphilitic vulva, 9; senile warts, 8; Bartholin’s 
abscess, 4; urethral caruncle, 3; trauma, 3; and 
no lesion, 58. He makes the following recommenda- 


tions, based on the suggested etiologic factors, con- — 


cerning prevention of the disease: complete vul- 
vectomy for leukoplakia, with a rigid follow-up; 
intensive antisyphilitic treatment in tertiary lesions 
of the vulva, especially in Negresses; removal of 
warts on the vulva in the postmenopausal age; 
close observation or excision of enlarged Bartholin’s 
glands after the age of forty; and cautery excision 
or radium treatment of urethral caruncles. 


Estrin Therapy - 


The use of estrogens, particularly for the pruritus 
frequently accompanying kraurosis, has become 
widespread. Taussig* points out that although estrin 
therapy may decrease pruritus, a carcinogen may be 
dangerous on a precancerous leukoplakic base 
where the underlying pathologic state is one of 
hypertrophy. It is obvious that in view of the exist- 
ing confusion on the question whether kraurosis 
and leukoplakia coexist or are one and the same 
process, estrin therapy has frequently been used for 
leukoplakia. Rust, Buxton," Klaften,!® 
and Finkler and Marks!’ report a high percentage 
of cures, whether the estrogens are applied locally 
as a salve, rectally in the form of suppositories or 
parenterally as injections. Savill, however, be- 
lieves that most cases are relieved and not cured. 
The success or failure of the treatment is based on 
relief obtained from pruritus and burning. Savill 
thinks that kraurosis of itself has no symptoms and 
that the pruritus is but a manifestation of infection. 
Symptoms recur when the infectious foci again be- 
come active. Thus, estrin may be said to relieve 
symptoms, but the improvement is transitory, and 
moreover its use in leukoplakia vulvitis may be 
regarded as dangerous. 


TREATMENT OTHER THAN RADICAL SURGERY 


Radiation 


Radiation therapy, either by application or by 
local infiltration of radium needles or by generalized 
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X-ray treatment centered over the vulva, has re- 
cently been evaluated. The reports are univer- 
sally discouraging. Healey!® at the Memorial Hos- 
pital in New York City finds that the normal vulva 
does not tolerate radiation and that prolonged and 
extensive ulceration results, with slough, causing 
widespread necrosis of normal tissue, great suffer- 
ing and actual shortening of life. When attempts 
were made to treat the local lesion with radium and 
the groin with x-rays, the local damage was so 
severe that the latter was either postponed or 
omitted. Folsome,* who used radiation therapy 
alone or in combination with surgery in a series of 
128 cases, found it to be ineffective. Stoeckel!® in a 
compilation of 126 cases found only 12 per cent five- 
year survivals. Plate?® in England and Graves and 
Mezer”! in this country had no five-year survivors 
following radiation therapy. 

As regards the use of x-ray treatment in distant 
nodes, Taussig”* states that a metastatic node is 
more resistant than is the primary lesion. An irra- 
diated node is an uncertain quantity, for, as Stewart 
and Farrar® observe, there are marked differences 
in radiation response, not only in adjacent nodes 
but also in different areas in the same node. 

The advantage of radiation therapy is that it 
carries no primary mortality. This is far out- 
balanced by the complete ineffectiveness of the 
treatment, not to mention the profound discomfort 
associated with its use, whether by radium or by 
x-ray. 


RapIcAL SURGICAL TREATMENT 


Despite the fact that there is a marked tendency 
for carcinoma of the vulva to metastasize freely, in 
common with all genital cancer, Taussig™ finds 70 
per cent of the cases suitable for the optimum ap- 
proach to cure—namely, complete vulvectomy 
with radical bilateral groin dissections. That free 
metastases do occur is evidenced by the finding of 
88 (57 per cent) of 155 cases in Taussig’s series and 
87 (48 per cent) in the 183 cases of Taylor and 
Nathanson.*®> This is in part due to long delay by 
the patient in seeking the physician or by the 
physician in presenting the patient for proper sur- 
gery. The delay in Taussig’s series of 155 cases was 
as follows: less than three months, 7 cases; three to 
six months, 48 cases; seven to twelve months, 24 
cases; thirteen to twenty-four months, 34 cases; 
over two years, 24 cases; and insufficient data, 18 
cases. All writers agree that the worst examples 
of inexcusable delay, mistaken diagnosis and faulty 
treatment occur in the treatment of carcinoma of the 
vulva. 


Local Lesion 


When a diagnosis of malignant tumor of the vulva, 
at any age, whether or not ulcerated has once been 
established by biopsy, a wide vulvectomy, includ- 
ing the perianal skin, should be performed either by 
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sharp-knife dissection or by diathermy. If the skin 
cannot be closed, it should be allowed to granulate 
in. The perianal defect may be closed by a posterior 
vaginal-wall flap. 

Although it is true, as noted by MacDonald,’ that 
low grade basal-cell lesions, so-called “hydrad- 
enoma”’ (sweat-gland carcinoma) and carcinoma in 
situ (Bowen’s disease)?® 27 are said to respond to a 
purely local excision, there appears to be general 
agreement that there is no place in the treatment 
of carcinoma of the vulva for a partial vulvectomy 
or hemivulvectomy. Taylor and Nathanson,” 
among others, have pointed out the marked tendency 
toward the development of double lesions, local 
recurrence or new lesions in this area. We have had 
a case in which Bowen’s disease recurred after an 
extensive incision. The treatment of choice for the 
local lesion in malignant tumors of the vulva is a 
wide, complete vulvectomy. The treatment is not 
without its mortality, for Taussig had 4 deaths in 
patients over seventy-two years of age among 117 
cases. 

Radical vulvectomy does not always produce a 
cure. This is certainly due to the relatively ad- 
vanced state of the disease when first encountered. 
Taussig™ groups his cases in five stages, as follows: 
Group 1, patients without palpable metastases, 
and a tumor 1 to 3 cm. in diameter; Group 2, pa- 
tients without palpable metastases, and a tumor 
4 to 7 cm. in diameter; Group 3, patients with a 
tumor over 7 cm. in diameter or smaller tumors, 
with evident but movable metastases; Group 4, 
patients with extension to the vagina or subpubic 
space or with large, fixed lymph nodes; and Group 5, 
far-advanced cases with broken-down lymph nodes 
and cachexia. The percentage distribution of 
Taussig’s and Folsome’s® cases, according to this 
classification, is given in Table 1. Taussig’s figures 


TaBLe 1. Classification of Cases of Carcinoma of Vulva. 
Group No. oF Cases PERCENTAGE 
TAUSSIG FOLSOME TAUSSIG FOLSOME 
Ee 43 40 28 31 
29 43 18 34 
wa 7 13 5 10 


lead him to conclude, as have Taylor and Nathan- 
son,”* that the size of the initial lesion is the largest 
single factor in the prognosis. It is therefore not 
surprising that Taylor and Nathanson find that 41 
per cent of 170 treated cases had a local cure for 
five years. Levin and Clarke*’ give the same figure. 
This represents in both series the summary of all 
forms of surgical attack on the local lesion and not 
that of radical vulvectomy. 

Inasmuch as patients rarely die of remote metas- 
tases, the question arises why a higher percentage 
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of cures is not forthcoming. Taylor and Nathanson 
advance the most evident reasons. First, there is a 
high incidence of local recurrence or recurrence of 
the primary lesion; too many local excisions and 
hemivulvectomies are done. Second, although 20 
per cent of patients have deep-node involvement, 
groin dissections in the past have been superficial 
rather than radical. Third, too few bilateral dis- 
sections have been done, although a high percentage 
of patients have bilateral metastases, especially 
when the midline is encroached on. Fourth, there 
is reluctance in the older age group to do radical 
dissections, with a resultant increase in the number 
of superficial dissections. Lastly, because of the 
patient’s age or the uncertainty of regional node in- 
volvement, groin dissection is postponed until too 
late. 


Regional Lymph Nodes 


The propensity of the primary lesion, for free 
metastasis, despite its relatively slow development, 
has already been commented on. ‘Taylor and 
Nathanson* have observed that clinical appraisal 
is inaccurate in 30 per cent of cases. Thus, only 70 
per cent of the nodes regarded as positive are cor- 
rectly diagnosed. This is largely due to the asso- 
ciated inflammation frequently accompanying 
lesions of the vulva. The more important observa- 
tion, however, is that when no nodes are palpable 
in the groins, radical dissection shows metastatic 
involvement in 30-per cent. Thus, when in the case 
of an elderly woman the surgeon pursues a policy 
of watchfyl waiting, under the misguided impression 
that he is fallowing a conservative course of therapy, 
he is doifig so with one strike already called against 
him, of which he is unaware. No experienced gam- 
bler would take this chance. In 55 per cent of cases 
the nodes are manifest within the first year, whereas 
in 70 per cent they appear within two years; the 
average mean time is six months. Twenty-two per 
cent demonstrate a belated appearance of nodes, 
but almost invariably this train of events follows a 
recurrence of the primary lesion. Thus, to postpone 
groin dissection because of the age of the patient 
is to increase by one or two years the age at which 
she must undergo radical surgery and to decrease 
her chance of cure. 

Some indication of the likelihood of cancerous in- 
volvement is given by the size of the palpable node 
in the groin. As previously stated, 30 per cent are 
positive when no nodes are palpable, and Taussig 
found that 18 per cent were positive when the nodes 
were smaller than 1 cm. When the node is greater 
than 1 cm., 64 per cent are positive. 

Likewise, a consideration of the primary lesion 
may be helpful in determining the likelihood of 
regional node metastases. In general it may be 
said that the size of the lesion is the most important 
single factor. Undoubtedly this bears a relation to 
the tendency to encroach on the midline, where 
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bilateral metastases are most evident. Taylor and 
Nathanson, for example, discovered only 10 per cent 
bilateral metastases with a unilateral primary 
lesion, but 27 per cent when the primary disease in- 
cluded or approached the midline. When the size 
of the initial growth on the vulva is combined with 
high malignancy and long duration, regional 
metastases may be expected. In this regard ulcerat- 
ing lesions are more prone to extend distantly than 
are papillary lesions, for the latter are by and large 
of a lower grade of malignancy. 

Taussig also believes that the presence of metas- 
tasis is of less importance than the size of the pri- 
mary lesion. His percentage of cures was I1 per 
cent less in cases with metastases than in those with- 
out metastases, whereas lesions greater than 4 cm. 
in size showed 50 per cent fewer cures than the 
earlier or smaller growths. He further concludes 
that if a bilateral radical groin dissection is done, the 
difference between metastatic and nonmetastatic 
cases measured in terms of five-year survivals is 
only 11 per cent. 

The nodes chiefly involved are the superficial 
femoral nodes below Poupart’s ligament. The 
secondary spread is by the deep lymphatic nodes 
to the deep femoral nodes (Rosenmuller’s or 
Cloquet’s nodes) or by the inguinal nodes to the ex- 
ternal iliac region. It is the latter group that are 
not touched in the usual superficial groin dissection. 
Taussig found that in the cases of his series in which 
the lymph nodes were actually removed, 66 per cent 
showed involved nodes when a one-sided or super- 
ficial operation was done. In the less advanced cases 
in which a complete radical groin dissection was 
performed, 41 per cent had metastatic nodes. It is 
interesting to consider Taussig’s five-year survival 
rate in the light of the above. In the cases in which 
unilateral or superficial nodes alone were removed 
there were five-year survivals in only 28 per cent, 
as against 58 per cent for the more radical, complete 
dissection. 

Moreover, nodes are also found in the obturator 
space and along the external iliac. The iliac nodes 
are frequently involved when the lesion is situated 
along the clitoris. 

Where partial or complete removal of the nodes 
was done, Taussig found 48 per cent of the ncdes in- 
volved in 95 cases; Taylor and Nathanson found 50 
per cent involved in 33 cases. 

Inasmuch as Taussig often chooses to perform 
radical vulvectomy and bilateral radical groin dis- 
sections in one stage, the operation is not without its 
mortality. Age has a direct bearing, for whereas 
such operations were performed on 45 women under 
the age of sixty-five with a 2 per cent mortality, 
operations of the same type in 23 women over sixty- 
five yielded a mortality of 18 per cent. Vulvectomy 
alone has an jappreciable mortality in the elderly, 
and 4 of 22 such patients, all over seventy-two 
years old, died as a result of this procedure. Pos- 
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sibly the mortality figure for the complete operation 
can be further reduced if staged procedures are 
performed. 

Operative technic. Taussig’s modification of the 
original Basset operation has been adequately 
described in the literature. Johnston? has recently 
published a further modification for use in the 
elderly group. 

Recently at the Massachusetts General Hospital 
and at the Pondville Hospital a simple technic for 
the exposure of the nodes above Poupart’s ligament 
has been routinely employed. This has been de- 
scribed by Taylor and Nathanson but has not 
otherwise been reported. The groin dissection is 
followed by an attack on the nodes both below and 
above Poupart’s ligament. The advantage of this 
procedure lies in the excellent exposure and wide 
vision obtained as high along the iliac veins or as 
deep in the pelvis as one cares to go. Excellent direct 
vision of the obturator space is also obtained. All 
these are secured by the Bassett procedure described 
in the textbooks, but the repair of the inguinal 
ligament after section is formidable. The following 
procedure accomplishes the exposure without divi- 
sion of the inguinal ligament. 

Spinal or gas, oxygen and ether anesthesia is given, 
depending on the age and general condition of the 
patient. Local anesthesia is rarely used. 

The patient is placed with the leg externally ro- 
tated and the feet elevated. A straight incision, 
with the edges beveled outward, is made over the 
course of the femoral artery across the inguinal 
crease and carried halfway to the umbilicus, curv- 
ing toward the anterior spine if one so desires. The 
extent of the exposure depends in part on the obesity 
of the patient but more on the extent of the lateral 
incision through the external oblique fascia — hence 
the lateral curve. 

The dissection is carried out with a sharp knife 
down to the muscles beyond the saphenous triangle. 
The saphenous vein is ligated at the lower angle. 
The fat, nodes and areola tissue along the great 
vessels are dissected centrally, the large vessels are 
identified, and the contributing branches are ligated 
up as high as the point at which the saphenous 
enters the femoral vein. The femoral canal is dis- 
sected clean, including the areola tissue that fills it. 
By going above Poupart’s ligament and removing 
the fat and nodes overlying the external oblique 
muscle a bloc dissection of the entire superficial 
system is accomplished. The skin of the lower por- 
tion of the wound is closed without drainage after 
thorough irrigation. This marks the end of the 
superficial portion of the dissection and follows the 
standard procedure. 

In the radical portion of the dissection, the ex- 
ternal oblique fascia is incised over the course of 
the inguinal canal as in a herniotomy, and the round 
ligament is lifted from its bed, exposing the con- 
joined tendon. This is divided to the internal ring 
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and the dissection is continued laterally. By blunt 
dissection and retraction the deep epigastric vessels 
are exposed at the point where they form the medial 
border of the internal ring. Exposure and ligation 
of these vessels close to their point of origin is the 


secret of the entire dissection. It is then possible to: 
reflect the abdominal wall with the round ligament | 


to expose the peritoneum bulging into the iliac 
fossa. The extent to which the peritoneum may 
be reflected, giving access to all the retroperitoneal 
structures in relation to the great vessels, is limited 
only by the obesity of the patient. The dissection 
is begun high up. The ureter is found lying medially 
on the peritoneum. The femoral nerve is identified 
near the ligament, running laterally to join the 
femoral vessels. The obturator nerve is found readily 
in the obturator space laterally. 

Starting from above and laterally, the dissection 
proceeds as the tissue is mobilized medially and 
.downward in relation to the iliac vessels. The ob- 
turator nodes are found in the space lying on the 
obturator internus muscle in association with the 
obturator nerve. Near the stump of the epigastric 
vessel nodes are found from the lateral side of the 
artery to the medial side of the vein, where the ex- 
ternal iliac nodes are oftenest involved. The dis- 
section is completed by freeing the tissue medial 
to the vein in the femoral canal. 

The wound is reconstructed, irrigated with saline 
solution and closed without drainage. The defect 
in the femoral canal is closed by suturing pectineus 
fascia to the inguinal ligament. The skin is trimmed 
to permit a tight closure of the wound without drain- 
age. Pressure dressings are firmly applied, the lower 
leg is bandaged, and the leg is immobilized for ten 
days. If at the first dressing serum has collected, 
it may be aspirated with a syringe and needle. By 
following this simple procedure the necrosis of the 
skin edges of the incision observed by Taussig in 90 
per cent of his cases has been reduced to a minimum. 


264 Beacon Street 


GYNECOLOGY — PARSONS AND MEIGS 


t 
ad 


. Norris, C. C 


. Graves, W 
. Adair, F. L., 
. Ketron, L. W., 
. Buxton, C. 


. Rust, 


. Foss, 


. Finkler, R. 


. Stoeckel. 
. Plate, 


. Graves, S. C., 


. Stewart, F. W., 


x Tayler, G. 


. Levin, S. S., 


865 


REFERENCES 
. Speisser, M. D._ Infectious lesions about external genitals: with 
Am. J. Obst. © Gynec. 43:681- 


special emphasis upon diagnosis. 
689, 1942 


. Deibert, A. V., and “a he R. B. Malignancy and lympho- 


Syph., Gonor. & Ven. Dis. 26:330- 


venereum. Am. 


‘ Tayssig. mF * Prevention of cancer of vulva. Cancer Research 1: 


. Savill, A. Pruritus vulvae: Jou koplokia and kraurosis. J. Obst. & 


Gynaec. Brit. Emp. 49:310-327 
Gynecology and obstetrics: vulva. 


Bloc 
M. Se. 200:551-559, 1940. 


ocrine sweat gland carcinoma of vulva. Am. . 


A 
Clin. Path. :890-897, 
J. Michigan M. Soe. 39: 


ommon of vulva. 


; Achlorhydria as aetiological factor in pruritus vulvae, 
associated with pepeseets or leucoplakia. J. Obst. & Gynaec. Brit. 
Emp. 1077, i 

and ak G. Kraurosis vulvae. J. 4. M. A. 92: 
1244-1252, 
and Davis, M. E. Chronic atrophic dermatitis of vulva. 
Surg. Gynec. tf Obst. 61:433-442, 1935. 
and Ellis, F. A A. Kraurosis vulvae fence Season and 
scleroderma eonanaeiete. Sure. ., Gynec. & Obst. 6 650, 1935. 
se of estrogens of leucoplakia, kraurosis, 
and senile vegies. Am. J. Obst. Gynec. 44:109-112, 
W. Uber die Behandlung Pruritus vulvae Follikel- 
hormon. Stellungnahme zur Arbeit: zur Progyno bei 
Pruritus vulvae von Rodecurt. Zentralbl. f. Gynak. 6 
G. L. Treatment of amenorrhoea and kraurosis vulvae with 
hormone. J. Obst. Gynaec. Brit. Emp. 43:1091 


. Klaften, E. Contribution to treatment of Perriety th pruritus and 


kraurosis vulvae. J. Clin. Endocrinol. 3:218- 
S., and Marks, Z. I. 
vaginitis: report of 50 cases. J. M. 
1940. 


ormonal treatment of senile vulvo- 
Soc. New Jersey 37:99-105, 


Healey, W. P. Evaluation of in maligaant disease 


jfemale generative tract. Am Gynec. 26:789-803, 
Cited by Levin and Clarke.28 
W. P. Results in treatment of malignant tumors of female 
sexual organs, in Gynaecological Clinic of University at Amster- 
dam in years 1923 up to and including 1931. J. Obst. &% Gynaec. 
Brit. Emp. yet 742, 1937. 

Meer J Malignancy of vulva. Am. J. Obst. & 
Gynec. 43: 194 


. Taussig, F. J. Results in treatment of lymph node metastasis in 


cancer of cervix and vulva. Am. J. Roentgenol. 45:813-818, 1941. 

and Farrar, J. “ Radium sensitivity of tumors. 
In Treatment of Cancer and ji Diseases. Edited by G. T. Pack 

gad Eb. ae ON Vol. 1. 920 pp. New York: Paul B. Hoeber, 
ne 


" Taussis, F. J. Ruedas of vulva: analysis of 155 cases (1911-1940), 
779, 1940. 


Am. J. Obst. §$ Gynec. 40:764- 

and Nathanson, I T. mph Node Metastases: In- 
cidence and treatment in disease. 498 pp. New 
York: Oxford Press, 1942. Pp. 315. 


. Jeffcoate, T. N. A., Davie, T. B., and Harrison, C. V. yn ie 


(Bowen’ s disease) of vulva on two cases) 
— tf Gynaec. Brit. Emp. 51:377-385, 

Berman, W. Basal cell carcinoma of vulva. Am. J. Obst. BF Gynec. 42: 
1070- 1076, 1 oe 

d Clarke, H. M. Carcinoma of vulva. S. Clin, North 
America 34: 1178, 1944. 

Johnston, H. W. Improved radical technique for carcinoma of external 
genitalia in female. Canad. M. A. J. 46:230-232, 1942. 


|| 
2 
3 
5 
Am. 
6. Folsome, C. E. Benign and malignant tumors of vulva. J. 4. M. A. 
114:1499-1503, 1940 
7. M 
8. Ts 
10 
11 
12 
13 
14 
| 15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27. 
28 
|| 


866 


CASE RECORDS OF THE 
MASSACHUSETTS GENERAL HOSPITAL 


Weekly Clinicopathological Exercises 


FOUNDED BY RICHARD C. CABOT 
Tracy B. Mattory, M.D., Editor 
BENJAMIN CasTLEMAN, M.D., Associate Editor 


Evita E. Parris, Assistant Editor 


CASE 32261 


PRESENTATION OF CASE 


First admission. A forty-six-year-old Lithuanian- 
American machinist entered the hospital because of 
fatigue, weakness and abdominal pains not related 
to meals. 

At the age of twenty-two years the patient had a 
penile lesion and discharge, which were cleared up 
by his physician. He had no rash and was well until 
eight years before entry, when an_ ulcerating, 
crusted, thickening of the skin appeared on the side 
of his nose. This lesion brought him to the Skin 
Out Patient Department, where blood Hinton and 
Wassermann tests were positive and the spinal-fluid 
findings were negative. The lesion regressed under 
potassium iodide therapy. Six years before entry he 
received bismuth injections for four months. He 
then lapsed in his treatments, and was not seen until 
three years before entry, when he was sent in by 
the Selective Service Board because of a positive 
serologic reaction. He then received a total of eight 
arsenic and thirty-seven bismuth injections, when 
treatment was stopped because of jaundice. At that 
time he also complained of weakness, nervousness, 
exertional dyspnea and epigastric pain. Physical 
examination revealed a blood pressure of 140 sys- 
tolic, 110 diastolic, tremor of the tongue and fingers, 
an aortic systolic murmur and slight midepigastric 
tenderness. The liver edge was 2 cm. below the 
costal margin. He was placed on a _ high-carbo- 
hydrate diet and felt improved. During the year 
before entry he received 10 more bismuth injections. 
Five months before entry he again noticed increas- 
ing weakness, fatigue and occasional pains in the 
lower abdomen, particularly before bowel move- 
ments. He also complained of unsteadiness in the 
dark and a sensation of not knowing where his feet 
were. He lost about 8 pounds during this period, 
despite increased appetite. 

The patient admitted drinking two or three quarts 
of ale a day and whisky occasionally. On one occa- 
sion he was seen in the Out Patient Department 
during an attack of delirium tremens. He drank a 
large amount of water and had a urinary frequency 
of twelve times a day. 
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On examination, the patient appeared chronically 
ill and showed evidence of recent weight loss. There 
was a questionable faint slate-gray pigmentation of 
the skin over the entire body. The heart border was 
percussed 13.7 cm. to the left of the midclavicular 
line, with the point of maximum impulse in the fourth 


- interspace. A Grade I systolic murmur was heard 


at the apex and in the aortic area. The lungs were 
clear. The abdomen was distended, and a fluid wave 
obtainable. The liver edge was palpable 7 cm. 
below the xiphoid process and 3 cm. below the costal 
margin; the liver was hard and slightly tender. 
There was also tenderness in the right lower quad- 
rant. There was a general hyporeflexia. Romberg 
and Babinski tests were negative. 

The temperature, pulse and respirations were 
normal. The blood pressure was 128 systolic, 80 
diastolic. 

The urine showed a brick-red test for sugar and a 
+++ test for acetone. A potassium ferrocyanide 
test for hemosiderin was negative. 

Examination of the blood revealed a red-cell count 
of 3,700,000, with a hemoglobin of 11.9 gm., and a 
white-cell count of 5900, with a normal differential. 
The fasting blood sugar was 288 mg. per 100 cc. 
The carbon dioxide was 28 milliequiv. and the 
chloride 90 milliequiv. per liter. The sodium was 
137.0 milliequiv. per liter. The nonprotein nitrogen 
was 20 mg., the phosphorus 3.0 mg., the alkaline 
phosphatase 3.2 units, and the total protein 6.15 
gm. per 100 cc., with an albumin-globulin ratio 
of 1.1. The insulin-tolerance test, starting at 206 
mg. glucose per 100 cc., showed reduction to 126 
mg. in two hours. A Wilder test for adrenal in- 
sufficiency* was negative. The van den Bergh 
reaction was 0.8 mg. direct and 1.2 mg. total. The 
cephalin-flocculation test was in forty- 
eight hours. The bromsulfalein test showed 22 
per cent retention. The blood Hinton test was posi- 
tive. The 17-ketosteroid excretion was 1.8 mg. in 
twenty-four hours. The spinal-fluid Hinton re- 
action was positive, but Pandy and gold-sol tests 
and the cell count were normal. The stool was 
guaiac positive in two out of four specimens taken. 
A potassium ferrocyanide skin test and biopsy of 
the skin were negative for hemosiderin. 

X-ray examination of the chest revealed areas of 
increased density at both bases. The heart was not 
remarkable. A gastrointestinal series was negative. 
A cardiette electrocardiogram showed a normal 
rhythm at a rate of 100, with left-axis deviation. 
The PR interval was 0.13 to 0.14 second. T, and 
T; were flat, and T; slightly inverted. TCF, and 
TCF;, were inverted, and TCF;, was diphasic. 

The patient improved somewhat on a diabetic 
regime. On the tenth hospital day he developed 
slight ankle edema, which persisted. He was dis- 
charged after twenty days to the Diabetic Clinic, 

*Cutler, H. H., Power, M. H., and Wilder, R. M. Concentrations of 


chloride, sodium "and potassium’ in urine and blood: their Cognoctie 
significance in adrenal insufficiency. J. 4. M. A. MAL: 117- 122, 1938. 
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where he was finally regulated at 40 units of pro- 
tamine zinc insulin and 15 units of regular insulin 
daily and a high-carbohydrate, low-sodium diet. 

Second admission (one month later). The patient 
did well until seven days before entry, when he de- 
veloped a sore throat and increasing weakness. He 
also had a dizzy sensation when he bent over. Five 
days before entry he noticed increasing anorexia 
and a sharp, constant pain in the right upper quad- 
rant of the abdomen. He had not been drinking 
much fluid during that time, and his urinary output 
gradually decreased. The urine also became quite 
dark in color and gave positive tests for sugar and 
albumin. He had no dyspnea or orthopnea. 

On examination the patient showed a great in- 
crease in the slate-gray pigmentation of his skin, 
with a cyanotic hue, especially marked over the 
upper chest, arms and face. His face, which had 
been thin and drawn on the previous admission, 
was puffy and swollen. The veins of the neck and 
right arm were strikingly distended. The scleras 
were muddy. The throat was slightly injected. The 
chest showed signs of bilateral pleural effusion, and 
occasional crackling rales were heard at the bases. 
The heart signs had not changed since the first ad- 
mission. The abdomen showed marked ascites 
making palpation difficult, but the liver edge was 
felt 10 cm. below the costal margin in the mid- 
clavicular line. There was slight ankle edema. The 
patient was able to lie quite flat in bed without 
dyspnea. 

The temperature and respirations were normal. 
The pulse was 94. The blood pressure was 130 
systolic, 80 diastolic. 

Examination of the blood revealed a red-cell count 
of 4,000,000, with 11 gm. of hemoglobin. The white- 
cell count was 15,000, with 66 per cent neutrophils 
and 30 per cent lymphocytes. The blood sugar was 
126 mg. per 100 cc., rising to 364 mg. the next day. 
At that time the nonprotein nitrogen was 62 mg. 
per 100 cc. and the carbon dioxide 22.5 milliequiv. 
per liter. The total protein was 7.0 gm. per 100 cc. 
with an albumin-globulin ratio of 1.03. The urine 
showed a green test for sugar and a trace of al- 
bumin, but no acetone. The specific gravity was 
1.020. The venous pressure in the right arm was 
equivalent to 340 mm. of water. 

An x-ray examination of the chest revealed that 
since the last examination the diaphragms had 
become elevated, and this may have accounted for 
the increase in the size of the cardiac shadow. 
The cardiothoracic ratio was now 17.5:28.0. The 
superior mediastinum was somewhat wide. The 
right leaf of the diaphragm was obscured by irregular 
areas of increased density in the lung fields, which 
were probably platelike areas of atelectasis. There 
was a little fluid in the right pleural sinus. 

On the second hospital day, the patient showed 
pitting edema of the legs up to the knees. Despite 
penicillin and x-ray therapy to the upper medias- 
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tinum at the rate of 200r per day for four days, he 
continued to go downhill rapidly and gradually 
lapsed into stupor. 

An electrocardiogram on the fourth hospital day 
showed a normal rhythm at a rate of 75, with right- 
axis deviation. The PR interval was 0.17 to 0.18 
second. S, and S, were prominent. T; was upright. 
T. was low upright, and T; slightly inverted. CF, 
and CF, showed a small R and inverted T. S was 
prominent in CF;. There was a tendency to low 
amplitude in all leads. 

The patient died on the fifth hospital day. 


DIFFERENTIAL DIAGNOSIS 


Dr. WALTER Bauer: The lesion on the nose was 
evidently a tertiary lesion of syphilis, which dis- 
appeared following the administration of potassium 
iodide. 

“He drank a large amount of water and had a 
urinary frequency of twelve times a day.” This is 
the first suggestion that the patient had hyper- 
glycemia and glycosuria. 

Did anyone ever feel the spleen in this patient? 

Dr. Tracy B. MAttory: It is not recorded. 

Dr. Bauer: Despite his difficulty in walking, 
unsteadiness and not knowing where his feet were, 
the Romberg and Babinski signs were negative. Is 
anything said about his eyes? Did he have Argyll- 
Robertson pupils or any other neurologic ab- 
normality? 

Dr. Joun B. Stansury: All neurologic findings 
were normal, 

Dr. Bauer: Is the value of 126 mg. in the insulin- 
tolerance test higher than one would expect, or is 
it within normal limits? 

Dr. Stansury: It shows insulin sensitivity. 

Dr. Bauer: But not insulin resistance. 

Dr. Stansury: That is correct. 

Dr. Bauer: It is obvious that in studying this 
patient an attempt was made torule out Addison’s 
disease, as well as to gain evidence that hepatic im- 
pairment was present. The accumulated informa- 
tion indicates that he had hyperglycemia, glyco- 
suria and hepatic impairment. 

The heart was 13.7 cm. to the left. Did he have 
fairly marked ascites? 

Dr. STanBuRy: Yes. 

Dr. Bauer: So that the cardiac enlargement was 
thought to be due to displacement? 

Dr. StansBury: We thought that he had cardiac 
enlargement. 

Dr. Bauer: I am told that the first electro- 
cardiographic findings are consistent with coronary 
disease and pericarditis but might be found in other 
conditions. Evidently they did not persist, as shown 
by the next electrocardiogram. 

Was the diabetes reasonably well controlled? 

Dr. STANBURY: Quite well controlled without 
difficulty. 
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Dr. Bauer: Can you describe the slate-colored 
pigmentation in more detail? 

Dr. Stansury: The striking feature in this patient 
was the pigmentation. When he first came in he had 
a faint slate-gray pigmentation, most marked in the 
thorax and the face. There was some argument about 
it. At the second admission, two months later, we 
thought that the pigmentation had increased, ex- 
tending over the lower part of the body. In addi- 
tion the upper extremities and face had almost black 
cyanosis. It was a very striking picture. 

Dr. Bauer: And “slate gray” is the best descrip- 
tion you can give? 

Dr. STanBury: Yes. 

Dr. BaveEr: This man has evidence of obstruc- 
tion of the superior vena cava, probably in the region 
of the right innominate artery, without associated 
symptoms. The physician in charge must have 
thought the patient had some type of infection be- 
cause penicillin was administered; the temperature 
was normal, however. 

The white-cell count was not unlike that seen in 
many patients with cirrhosis of the liver, 5000; yet 
it later rose to 15,000. 

The superior mediastinum was somewhat wide. 
I should like first to see the x-ray films of his chest. 

Dr. James R. Lincuey: I cannot add anything 
to the record. This film shows a high diaphragm, 
which caused the apex to be pushed out slightly, 
but I doubt that the heart was enlarged at that time. 
There are bands of density at both bases, perhaps 
due to partial atelectasis of the lower lobe. This 
film two months later shows what I think is an actual 
increase in the size of the heart, despite the high 
position of the diaphragm. 

Dr. Bauer: Is it consistent with atelectasis? 

Dr. Linctey: More so than with effusion, because 
the outline is preserved. There are increased den- 
sity, atelectasis at both bases and fluid in the right 
costophrenic angle. 

Dr. Bauer: What can you say about the 
mediastinum? | 

Dr. Linctey: I think that it is probably wide be- 
cause of the position of the diaphragm, the great 
vessels being spread out over a greater area. 

Dr. Bauer: I thought it fair to assume that this 
man had contracted syphilis at the age of twenty- 
two, and that antisyphilitic treatment was not given 
until the appearance of a tertiary lesion. It also 
seems fair to conclude that he had never been ade- 
quately treated. It is rather difficult to avoid 
diagnosing central-nervous-system syphilis, prob- 
ably tabes dorsalis, on the basis of the symptoms and 
the positive Hinton test on the spinal fluid. I sup- 
pose that the latter was relatively inactive or a 
burned-out process. 

In addition this man exhibited obvious hepatic 
enlargement and ascites. Hepatic impairment was 
present as demonstrated by all the tests employed. 
There were also hyperglycemia and glycosuria. I 
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prefer to explain these findings on the basis of 
hemochromatosis, despite the negative skin biopsies. 
One might rightly argue that this man had been ex- 
posed to any number of agents that could have in- 
jured his liver. He developed jaundice while re- 
ceiving arsenic. Whether this was an arsenical 
hepatitis or a coincidental infectious hepatitis, one 
cannot determine. If it was infectious hepatitis, 
could it possibly have been syringe transmitted? He 
also gave a history of excessive alcoholic intake, 
which is commonly found in people with cirrhosis of 
the liver, and last, but not least, he had syphilis, 
which can also cause liver disease. The description 
of the liver is not that of gumma of the liver. I 
prefer to try to tie things together in the manner 
already stated, namely, that the hepatic disease, 
the glycosuria and the hyperglycemia were part and 
parcel of hemochromatosis. Between the first and 
second admissions he developed what I should in- 
terpret to be obstruction of the superior vena cava, 
probably at the junction of the right innominate 
vein because the findings were more marked on the 
right than on the left. This, as I said before, came 
on without any symptoms, so I think that it is 
reasonable to assume that he did not have a medi- 
astinal tumor. He probably had an idiopathic 
thrombosis of the superior vena cava, which, though 
rare, can occur. If one entertains that diagnostic 
possibility one might ask whether this man had an 
ascending thrombosis of the vena cava, which first 
became evident when impaired venous return from 
the head, neck and right arm was noted. I should 
think that that was rather unlikely in view of the 
fact that the physical examination does not suggest 
findings of the type we expect to encounter in a man 
with a gradually ascending thrombus of the vena 
cava. 

There is one finding that I have not explained, 
namely, the cardiac enlargement. He never ex- 
hibited the signs of aortic regurgitation. There have 
been a few cases of myocarditis reported as being 
due to hemochromatosis, and such an explanation 
might apply in this case. I am well aware, however, 
that it is exceedingly rare. In concluding I shall say 
that we are dealing with a man who had syphilis, 
which was never treated properly. He probably had 
central-nervous-system syphilis, which was quiescent 
or burned out. In addition, he had hemochroma- 
tosis and obstruction of the superior vena cava; the 
exact cause of the latter I do not know, but I do 
not believe that it was due to a mediastinal tumor. 
I assume that this man went into coma of the type 
that is seen in hepatic insufficiency, although the 
record is not too clear on this point. 

I should gladly receive suggestions or comments. 
Dr. Richardson, do you want to help me? 

Dr. Wyman Ricuarpson: I am keeping quiet. 

Dr. Bauer: I have often told Dr. Mallory than 
these conferences would test our diagnostic acumet 
more accurately if he handed one of us the record 
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and asked us to discuss it, instead of giving it to us 
several days in advance. I am glad this system was 
not in effect today. Although I have read this case 
abstract four times, I am not absolutely certain of 
my interpretation. For instance, I failed to mention 
the symptoms referable to the bowel and the finding 
of the two positive guaiac tests. One might argue 
that we had overlooked a malignant lesion of the 
bowel that finally metastasized to the mediastinum. 
This is possible; the clinical picture, however, is com- 
plicated enough, and I prefer to iimit my discussion 
to the above possibilities. 

A Puysician: What about the possibility of peri- 
cardial effusion to account for the cardiac enlarge- 
ment? 

Dr. Bauer: I gather that the margins were too 
distinct for a pericardial effusion. The x-ray picture 
is more like cardiac enlargement due to myocarditis. 

Dr. Cuester M. Jones: With chronic hepatic 
disease and hepatic insufficiency, do you not believe 
that abdominal pain and leukocytosis are not in- 
frequent at that stage of the game? The white-cell 
count of 15,000 is not unusual. As a matter of fact 
I have often seen leukocytosis in certain phases of 
liver disease. 

Dr. Isaac M. Taytor: What about beriberi? 

Dr. Bauer: I am sure that the terminal cardiac 
enlargement is consistent with beriberi. I prefer 
to tie things together in this case, however. I might 
include other conditions, such as syphilitic myo- 
carditis and syphilitic liver disease, but I think 
that is making it much too difficult. 

Dr. J. H. Means: Are you interested in the body 
hair? 

Dr. Bauer: Yes, I should like to know about it. 
I should also like to know about the prostate. I 
assume that Dr. Mallory will tell us about these, 
as well as other things. 

I am still disturbed that the pigmentation is 
spoken of as slate colored and not brownish, but 
I do not believe that one negative biopsy should 
scare us out. It may or may not have been done 
properly. Hemochromatosis is not always demon- 
strated in the skin; it can be confined to viscera. 

Dr. Means: How about argyria? 

Dr. Bauer: It sounds more like argyria. That 
brings another red herring across the path. 

Dr. Benjamin CasTLEMAN: Dr. Joseph C. Aub 
saw the patient and brought out the idea that if he 
had cirrhosis on a pigmentation basis perhaps he had 
developed a hepatoma. Hepatoma is quite prone 
to extend into and to block the vena cava. 

Dr. Bauer: That is a good point. I thought of 
hepatoma last night but not this morning. 

Dr. Jones: This would be an ideal case for an in- 
spiration biopsy of the liver. 

Dr. Mattory: One was done. 

Dr. Baver: I am glad that I did not know 
about it. 
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Dr. Mattory: We thought that we should let 
Dr. Bauer have the pleasure of discussing the case 
without knowing the answer. 

As a matter of fact, when the iron reaction was 
performed on the biopsy specimen the liver cells 
and also those of the bile-duct epithelium showed 
blue granules, a characteristic picture of hemo- 
chromatosis. 


Curmicat Diracnosis 
Hemochromatosis. 


Dr. BAveEr’s DIAGNOSES 


Hemochromatosis. 

Obstruction of superior vena cava. 

Tertiary syphilis. 

Central-nervous-system syphilis, probably tabes 
dorsalis. 


ANATOMICAL DIAGNOSES 


Hemochromatosis, generalized, including liver, 
pancreas, lymph nodes, thyroid and pitu- 
itary glands and heart. 

Cardiac hypertrophy with marked dilatation. 

Mural thrombus of right auricle. 

Ascites. 

Splenomegaly. 

Hydrothorax. 

Esophageal varices. 

Thrombosis of right cephalic vein. 


PATHOLOGICAL DiscussION 


Dr. Mattory: At autopsy we found a consider- 
ably enlarged liver, weighing 2380 gm. It was dark 
chocolate brown. The lymph nodes in the hilus were 
equally dark brown, as were the pancreas and heart. 

All of them were full of hemosiderin. Microscopi- 
cally it was evident that the thyroid, adrenal and 
pituitary glands were involved. It is rather charac- 
teristic of hemochromatosis that pigment deposits 
are quite marked in most of the endocrine organs. 
The heart was dilated and extremely flabby, but 
showed no microscopic abnormality other than 
moderately severe iron deposits. At autopsy we did 
not find a thrombosis of the superior vena cava or 
any of its large tributaries. The right cephalic vein 
contained a recent jelly-like, dark-red clot, which 
was not attached to the intima and which extended 
distally from its termination in the axillary vein for 
about 5 cm. That seems to explain the distention 
of the veins in the right arm but not those in the 
head and neck. There was a thrombus in the right 
auricular appendage, but I doubt that it was large 
enough to have caused obstruction at the orifice 
of the vena cava. Consequently we are left without 
an explanation for the apparent upper mediastinal 
syndrome. 

Dr. Jones: Occasionally in any case of cirrhosis, 
particularly with a great deal of fluid, and if the 
patient is horizontal and the head not elevated, the 
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face is puffy and there is marked edema, which dis- 
appears when the patient is elevated for twelve 
hours. This patient also had ascites and peripheral 
edema. 


CASE 32262 
PRESENTATION OF CASE 


A sixty-year-old nurse entered the hospital be- 
cause of abdominal pain and jaundice. 

Ten months before admission the patient ex- 
perienced an episode of moderate right-upper- 
quadrant pain and jaundice lasting several days. 
The icterus quickly faded, but the patient never felt 
so actively interested in her work or environment 
after the episode as she had before it and often had 
intermittent pain and indigestion. During the next 
ten months she lost about 65 pounds. Three weeks 
before admission there was a gradual onset of pain 
in the right upper quadrant of the abdomen and the 
lower anterior portion of the right chest, associated 
with severe nausea and vomiting. The pain was 
aggravated by coughing and respiration. She was 
seen by a physician, who told her she had gall- 
bladder disease. A week before admission her appe- 
tite failed. On the morning of entry her sister called 
attention to the yellow color of the scleras. The 
stools had been yellowish during this illness. 

The patient had had diabetes for five years, during 
which she was on a diabetic diet and took 20 units 
of protamine insulin daily. She had had a blood 
pressure of 195 systolic, 90 diastolic for several years, 
with at least one episode of auricular fibrillation. 

On physical examination there was evidence of 
considerable weight loss. The skin was yellow and 
dry. There were rales at the bases of both lungs. 
The diaphragm was high and its excursions 
diminished on both sides. There was a Grade II 
apical systolic murmur. The abdomen was dis- 
tended and tender, particularly in the upper quad- 
rants. A very tender mass filled the right upper 
quadrant, extending to below the umbilicus. There 
was also a mass in the left upper quadrant. Peri- 
stalsis was diminished. The uterus felt hard and en- 
larged. No other pelvic mass was palpable. 

The temperature was 102.2°F., the pulse 120, and 
the respirations 27. The blood pressure was 130 
systolic, 85 diastolic. 

There were 12.5 gm. of hemoglobin, and the white- 
cell count was 6340. The urine had a specific 
gravity of 1.015. The protein content was + and 
the sugar reaction green. A foam test revealed bile. 
The bilirubin was 1.3 mg. per 100 cc. direct, 1.4 
mg. indirect. The serum amylase on two successive 
days was 7 units per 100 cc. The fasting blood sugar 
was 334 mg. per 100 cc., the carbon dioxide con- 
tent 32.2 milliequiv. per liter, the nonprotein nitro- 
gen 41 mg. and the serum protein 7.8 gm. per 100 cc. 
and the chloride 94 milliequiv. per liter. The pro- 
thrombin time was 43 seconds (normal, 19 seconds). 


THE NEW ENGLAND JOURNAL OF MEDICINE 


June 27, 1946 


The chest film was normal, but a flat film of the 
abdomen showed several moderately distended loops 
of small bowel. There were unidentifiable collec- 
tions of gas high in the right upper quadrant and 
midabdomen, and a mass seemed to be pressing on 


* the lesser curve of the stomach. The liver was large 


and apparently continuous with the mass compress- 
ing the stomach. There was a tendency toward 
left-axis deviation in the electrocardiogram. The 
PR interval was 0.13 second. ST, was depressed, 
ST, inverted, T, diphasic, T; slightly inverted, 
TCF, upright, TCF, low upright, and TCF; slightly 
inverted. 

In the hospital the temperature fell to 98.6°F. 
within twenty-four hours and remained normal or 
subnormal thereafter. Abdominal distention and 
tenderness persisted. Peristalsis was seldom audible. 
A peritoneoscopy was performed on the seventh 
hospital day. Widespread adhesions fixed the small 
bowel so that it did not move out of the pelvis in 
the extreme Trendelenburg position. The right lobe 
of the liver and the gall bladder were covered by an 
apparently inflammatory mass including the colon 
and the small bowel. In the left upper quadrant 
on the anterior peritoneal surface there were several 
2-mm. and larger yellow nodules thought to resemble 
fibrin. The visualized portion of the left lobe of the 
liver was normal. There were no metastatic im- 
plants anywhere. On the day after the operation 
there was an episode of sudden sharp pain in the 
right side of the chest. There were dullness and 
diminished breath sounds at the right lung base. 
The pulse and respiration rose moderately, and the 
skin was sweating and cyanotic. Both calves were 
tender. In the x-ray examination the right leaf of 
the diaphragm was elevated. The diaphragmatic 
shadow could not be made out. The right pleural 
sinus contained fluid, and there was some reaction 
in the lung above. In addition there was an air- 
containing cavity just below the right leaf of the 
diaphragm, apparently above the liver, with a fluid 
level 5 cm. in length. The serum bilirubin had risen 
to 1.9 mg. per 100 cc. direct, 3.1 mg. indirect. The 
fasting blood sugar and prothrombin time had re- 
turned to 101 mg. per 100 cc. and 23 seconds re- 
spectively. The chest pain disappeared on the tenth 
hospital day. On the twelfth hospital day the pa- 
tient had sudden dyspnea and collapse without 
pain. The skin was clammy and cyanotic, and the 
pulse and blood pressure were not obtainable. The 
percussion note was markedly impaired, and breath 
sounds depressed over the entire right lower lobe. 
Loud rhonchi were heard throughout the rest of the 
lung fields. The neck veins were moderately en- 
gorged. The patient died that evening. 


DIFFERENTIAL DIAGNOosIS 


Dr. Artuur W. ALLEN: Before Dr. Lingley shows 
us the x-ray films, I should like to be told the num- 
ber of hours the patient lived after her second episode. 
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An Intern: About four hours. 

Dr. James R. Linctey: These are the first chest 
films, showing normal lung fields on both sides and 
only slight elevation of the right diaphragm and 
no gas beneath it. The plain film of the abdomen, 
taken at the same time, shows above the dilated 
loops of the small bowel, gas in the stomach with a 
pressure defect on the lesser curvature, which I pre- 
sume is due to the mass referred to. In addition 
to the gas in the small bowel and stomach there is a 
gas-filled cavity beneath the lower border of the 
liver. That collection of gas is definitely outside 
the duodenum, and I think that it is too high for the 
hepatic flexure of the colon. These are the later 
films of the chest taken eight days after the first 
examination. They show a marked change. The 
diaphragm on the right is now elevated, and there is 
this large air-containing cavity immediately beneath 
the diaphragm. There is probably some collapse 
of the lower lobe and a little fluid in the 
costophrenic angle. The same thing is seen in the 
lateral view. Here is the film taken of the patient 
lying on her left side and showing a shift of the fluid 
level to the left flank. In going over these films I 
thought also that there was some air in the soft 
tissues of the abdominal wall on each side. That 
air is outside the abdominal cavity. 

Dr. ALLEN: We have no film of the chest after 
her second episode, on the day of death? 

Dr. Lincuey: No. 

Dr. Auten: Are you able to see the hard mass in 
the pelvis in the first film? 

Dr. Linc.ey: There are some areas in the pelvis 
that suggest calcification in a fibroid. 

Dr. ALLEN: I suppose that this case is being pre- 
sented not so much for a differential diagnosis of 
the primary disease as for a discussion of the events 
regarding the sudden episodes of discomfort and 
final death. Without any question, the history is 
consistent with gallstones, and the physician who 
made that diagnosis was probably right. The weight 
loss of 65 pounds from the time of the first episode 
of pain and admission to the hospital is interesting 
but may be based entirely on dietary restrictions, 
perhaps self-imposed because of indigestion and 
pain with a normal diet. 

The three weeks’ duration of the illness that 
brought the patient to the hospital is consistent with 
the period that an inflammatory process in the gall 
bladder takes to erode the hollow viscus and some- 
times to produce a fistulous tract that may allow a 
galistone to be discharged into the gastrointestinal 
tract and to produce gallstone ileus. Associated with 
that degree of inflammatory reaction is a perichole- 
cystic inflammatory process, which might involve 
hepatic flexure and some of the small intestines, as 
the peritoneoscopist observed. 

The probable reason that peritoneoscopy rather 
than exploration was decided on was the fact that 
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the patient was in a fairly serious condition, the 
diagnosis was not well established and she had had 
the acute inflammatory process for three weeks at 
the time of entry. We have here a finding by the 
peritoneoscopist of some interesting yellow nodules 
scattered about, particularly in the left upper 
quadrant. He thought that these nodules resembled 
fibrin, and that might be what they were. One 
wonders whether these may have represented fat 
necrosis, which is associated with pancreatitis. The 
serum amylase, which was normal on two successive 
days at entry three weeks after the onset of an 
episode of this sort, is consistent with pancreatitis, 
and in some of the necrotic types of pancreatitis 
there is a normal serum amylase, so that pancreatitis 
cannot be ruled out on the basis of these normal 
determinations. 

It is amazing that the diabetes responded so well, 
in spite of the patient’s precarious condition, and 
that the fasting blood sugar returned to normal so 
promptly. This is also a good illustration of how 
rapidly vitamin K can reduce a high prothrombin 
level to a comparatively normal reading. The mass 
that was felt was probably more or less over the 
right upper quadrant. This red herring of a mass 
that projects into the lesser curvature of the stomach 
bothers me somewhat but might be consistent with 
a pancreatic collection in the lesser peritoneal sac, 
which is not an unusual association of pancreatitis. 
The air outside the gastrointestinal tract is con- 
sistent with a perforation between the gall bladder 
and the intestinal tract and fits quite well into the 
picture of an acute or subacute cholecystitis that 
had produced perforation with a secondary peri- 
tonitis. The air seen in the abdomen following the 
peritoneoscopy is not very impressive, since during 
peritoneoscopy a great deal of air is pumped into 
the peritoneal cavity to separate the viscera from 
the abdominal wall; this does not mean that there 
was a free perforation into the peritoneal cavity. 

The episode of sudden pain and dyspnea on the 
day after the peritoneoscopy is consistent with an 
embolic phenomenon. This woman had been ill 
and in bed for four weeks by the time peritoneoscopy 
was performed and this so-called “operative pro- 
cedure” was not necessarily to blame for the em- 
bolus. It is quite likely that there was a thrombosis 
of the leg veins, which was not taken too seriously 
because the patient had so many other things the 
matter with her. The record does not state that fol- 
lowing this first episode anything was done to in- 
terrupt the superficial femoral veins to prevent 
further emboli. I suppose the fact that it was not 
recorded means that this was not done. There are 
no clear signs of infarct that I can make out in these 
films, because the area that is probably involved, 
that is, the right lower lobe, is obscured by the high 
diaphragm and the surrounding reaction in the lung. 
I do not suppose that Dr. Lingley would be willing 


872 


to say that this is typical of infarct from the roent- 
genologic point of view. 

Dr. Lincrey: It looks like collapse, and that 
degree of collapse is consistent with an infarct. 

Dr. ALLEN: So often following these episodes of 
infarction, the roentgenologist is the man who can 
say without any equivocation that the lesion is an 
infarct. Of course the common source of emboli is 
the deep veins of the leg. We have interrupted the 
veins on approximately 1300 patients in this hos- 
pital to prevent emboli and have markedly de- 
creased the number of patients who have had pro- 
longed convalescences. If left alone these early bland 
thromboses progress to phlegmasia alba dolens in a 
high percentage of cases in this community. If the 
vein is opened, the clots aspirated and the veins 
interrupted, the convalescence is greatly shortened. 
The patient may have inflammatory processes in 
the veins afterward, but these are never so severe as 
when they are not operated on. -Also, the hazard is 
eliminated in nearly all cases of fatal emboli. We 
do have a small percentage of patients that have 
infarcts after this procedure, and those are best 
treated by the anticoagulant drugs and not by further 
surgery. 

In this case, there is a description of an episode 
that occurred on the twelfth hospital day, five days 
after peritoneoscopy and four days after the first 
episode of pain in the chest. This is a fairly good 
description of another embolism. There are cer- 
tain outs about it. The fact that she lived four hours 
after the episode is somewhat unusual, although pos- 
sible. One would have to seek for some other ex- 
planation for sudden dyspnea and collapse, even 
without pain. With a drop in blood pressure vaso- 
motor collapse does occur rather suddenly and is 
associated with other conditions, such as peri- 
tonitis, ileus, high intestinal obstruction and per- 
foration of the viscus, but as a rule none of these are 
associated with sudden dyspnea. I do not know 
whether the sudden dyspnea can be explained on 
the basis of the heart disease, but my belief is that 
she had a second embolus, which was probably the 
final cause of death. 

This was a patient with gallstones, diabetes, sub- 
acute cholecystitis, perforation of the gall bladder 
with pericholecystic abscess, localized peritonitis 
(not too localized, I might add) and pancreatitis. 
The probabilities of subdiaphragmatic abscess are 
great, not on the basis of this fluid level but on the 
basis that fluid would have been present above the 
liver and beneath the diaphragm with any such in- 
flammatory process in this region, since fluid goes 
there with any opportunity, probably brought about 
by the forces of respiration. The patient was found 
to have some biliary cirrhosis, which was due to 
the jaundice. Obviously she had heart disease, and 
finally she had pulmonary emboli. 

Dr. Tracy B. Mattory: This is a very long and 
complicated story. Are there any other suggestions? 
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I wonder if any of the surgical house officers can 
tell us what was thought on the wards. 

Dr. T. H. Green, Jr.: We thought, as Dr. Allen 
did, that the patient probably had gall-bladder 
disease and gallstones, that the gall bladder per- 
forated three weeks before entry and that she de- 
veloped a subdiaphragmatic abscess that eventually 
penetrated through into the peritoneal cavity. At 
the last episode there was some question whether 
it might have been primary heart failure rather than 
a pulmonary embolus. 

Dr. Matiory: Dr. Stanbury, have you any 
comment? 

Dr. Joun Stansury: I saw the patient briefly 
one night, following her last episode and I thought 
that she had a pulmonary infarct. I was unaware 
of what was going on in the abdomen. 


CLINICAL DIAGNOSES 


Jaundice. 

Cholecystitis, with cholelithiasis. 
Perforation of gall bladder. 
Peritonitis. 

Subdiaphragmatic abscess. 
Pulmonary infarcts. 

Diabetes mellitus. 


Dr. ALLEN’s DIAGNOSES 


Diabetes. 

Subacute cholecystitis, with perforation and peri- 
cholecystic abscess. 

Cholelithiasis. 

Pancreatitis. 

Subdiaphragmatic abscess? 

Pulmonary embolism. 

Biliary cirrhosis. 

Jaundice. 


ANATOMICAL DIAGNOSES 


Actinomycotic abscesses of peritoneum and liver, 
with perforation of right diaphragm. 

Cholelithiasis and choledocholithiasis. 

Chronic cholecystitis. 

Double renal pelvis and ureters. 

Adrenal hyperplasia, unilateral. 

Neurofibromas of stomach. 

Leiomyomas of uterus. 

Diverticulosis of sigmoid. 

Healed pulmonary tuberculosis, apical. 


PATHOLOGICAL DiscussION 


Dr. Mattory: Dr. Allen made about 10 clinical 
diagnoses; we wound up with a list of 20 anatomical 
diagnoses. The underlying and most long-standing 
disease of significance in this patient, I am sure, 
was gallstones. We found a large stone in the cystic 
duct, another large one in the common duct, and 
many smaller ones in the dilated intrahepatic bile 
passages. The gall bladder was shrunken and 
shriveled, but was not perforated. We also found a 
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series of abscesses, one of which was in the pelvis 
in the general region where the peritoneoscopist 
had noticed adhesions of the small bowel. Another 
was beneath the right lobe of the diaphragm, and 
a third around the spleen beneath the left lobe of 
the diaphragm. The abscess on the right had per- 
forated through the diaphragm and into the lung. 
There was also a large abscess within the liver. The 
peritoneal cavity was free from generalized peri- 
tonitis, but there were a number of small yellow 
spots that had been noted by the peritoneoscopist 
and described as flecks of fibrin. On incision they 
were found to contain fluid. On careful examination 
of that fluid and also of the fluid in the many ab- 
scesses, multiple sulfur granules were grossly evident 
—in other words, actinomycosis. There were no 
pulmonary emboli, and we have no anatomic ex- 
planation of the two episodes of collapse. They 
may have been associated with sudden extensions 
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of the infection, such as rupture of the liver abscess 
into the subdiaphragmatic space and extension 
through the diaphragm. Among many other ana- 
tomic landmarks, this patient had double pelves 
and ureters in both kidneys, a rather large adeno- 
matous hyperplasia of one adrenal gland, fibroids 
of the uterus, multiple small neurofibromas of the 
stomach, some healed pulmonary tuberculosis and 
generalized diverticulosis of the sigmoid colon. 

Dr. ALLEN: What was the mass displacing the 
stomach? Was that an abscess? 

Dr. Mat tory: That was an abscess, mostly intra- 
hepatic, not perihepatic. 

Dr. Aten: I recall one patient who had a per- 
foration of the diaphragm following a_ subdia- 
phragmatic abscess associated with perforated 
duodenal ulcer and who went into collapse and died 
in a manner not unlike this one in about the same 
number of hours. 
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THE STAFF OF LIFE 


Tue United States, according to the June News 
Letter of the Department of Agriculture, is failing 
to meet its commitments in the export of foods to 
famine-stricken countries. We failed to meet our 
goal for both grain and fats and oils during the first 
quarter of the year and that for grain in April, and 
the 80 per cent flour-extraction program will save 
only 15 to 20 million bushels of wheat instead of the 
25 million expected. The 30-cent bonus per bushel 
offered for wheat delivered before May 25 has, how- 
ever, encouraged farmers to make their stocks avail- 
able, and wheat has begun to move. Still, to ac- 
complish our aims, the production of flour for domes- 
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tic use must be cut to 75 per cent of the May and 
June distribution of last year. Distillers have al- 
ready been limited to three days’ operation a month, 
and the use of grain in feeding livestock has been 
drastically cut. For the first time in our history, 
bread has literally assumed its allegorical importance 
and has become the staff of life. 

Whether productive countries and countries 
whose economic affairs are conducted on a reason- 
ably progressive plane should attempt the ob- 
viously impossible task of feeding those whose popu- 
lation increases are far beyond their capacities to 
support is a debatable matter. The question of 
tiding our usually self-supporting neighbors over a 
period of famine caused by such unnatural circum- 
stances as a world war is something else; we are 
bound to a special type of obligation. And yet it 
seems to be a fact that, despite all publicity up to 
the present time, the people of this country are con- 
fused regarding their obligations, are uninformed on 
the sacrifices necessary to discharge them and have 
found, unfortunately, no reason for believing that 
their guides in these important matters are them- 
selves particularly well informed. 

During the war, when general food rationing was 
in effect, many of us frequently knew about where 
we stood on the problem of balancing our diets; we 
were bound to a common cause and knew what to 
expect in the performance of our tasks. Now, in the 
peace that literally passeth all understanding, we are 
beset by more difficulties than we encountered dur- 
ing the war, except that of the war itself. 

Good leadership, in an enlightened country, 
should be a leadership that further enlightens those 
who are willing and need to be led. We are dis- 
turbed, not because we want more than we are get- 
ting, but because we want to know the reasons why 
certain things are lacking, and we want those reasons 
to be good. We want to know why meat is scarce, 
and if it is because 90 per cent is going into the black 
market, we want to have something done about it. 

During the past years when butter became diffi- 
cult to obtain because of our large armed forces, 
we used oleomargarine and liked it. Now that we 
can get neither butter nor oleomargarine, we are 
troubled because we are afraid that bread is being 
withdrawn so that we shall not miss the butter that 
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we cannot get to put on it. We are willing to play 
along with the Magi, but we should like to know 
that they know the answers, and that the answers 
do not change too often. 


THE CHANGING POTENCY OF 
COMMERCIAL PENICILLIN 


Many physicians who have been using penicillin 
in the treatment of serious infections have become 
aware of the increasing doses required to accomplish 
the therapeutic results that they have become ac- 
customed to expect. This has been compensated 
for, in part, by the greater availability of the prod- 
uct and by an increase in its purity, the latter 
having made possible the injection of large num- 
bers of units in small volumes, with a decrease in 
the amount of irritation experienced from the in- 
jections. The decline in the effectiveness of com- 
mercial penicillin has been statistically quantitated 
so far as the treatment of syphilis is concerned, and 
it has been shown that the results of penicillin 
treatment of early syphilis have been distinctly less 
satisfactory since May, 1944, than prior to that 
date.! The reason for this change has been shown 
unmistakably to be an alteration in the character of 
the commercial preparations of penicillin.? Recent 
products have also been found to be less effective in 
the treatment of experimental pneumococcal and 
streptococcal infections.’ 

It is known that commercial penicillin contains 
at least four molecular species identified as F, G, K 
and X, which differ from each other only in the 
nature of the side group attached to a common 
nuclear structure.4 These forms of penicillin vary 
significantly in their antibacterial activity in vitro. 
Until recently therapeutic activity has been found 
in general to parallel in-vitro activity. Eagle and 
Musselman? discovered, however, that the activity 
of penicillin K in experimental infections of 
animals did not parallel the activity of this species of 
penicillin in vitro. The basis for this discrepancy 
was the rapid drop in blood levels and the small 
urinary recoveries after a given dose of penicillin K 
as compared with that of penicillin G; at any time 
after an injection of a specified amount of various 
forms of penicillin, the levels of penicillin K were 
much lower than those observed with the other 
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penicillins, and penicillin K persisted at any given 
level for much shorter periods. In both rabbits and 
man the recovery of penicillin K in the urine aver- 
aged 30 to 35 per cent. This compares with an 
average recovery for penicillins F, G and X of 74 
per cent in rabbits and 91 per cent in man. 

In pneumococcal infections of mice an impure 
preparation of penicillin K was one-sixth as active 
as penicillin G (the form that formerly predominated 
in commercial penicillins) and one-eighth as active 
as penicillin X. In the treatment of experimental 
streptococcal infections in mice a pure preparation 
of penicillin K was one-eleventh as active as penicil- 
lin G and one-thirtieth as active as penicillin X. 
In experimental syphilis in rabbits penicillin K 
was found to be about one-tenth as effective as 
penicillin G. These findings suggest that penicillin 
K is inactivated in the body to a greater extent 
and more rapidly than are the other forms of penicil- 
lin and thus gives a lower therapeutic activity than 
would be anticipated from its bactericidal action in 
vitro. 

Unfortunately, preparations of penicillin being 
supplied currently by the majority of the large pro- 
ducers have shown an increasing proportion of 
penicillin K. Since the number of units represents 
only the results of titrations in vitro against a single 
strain of staphylococcus, it is not possible to predict 
either the proportion of penicillin K or the amount 
of therapeutic activity that is present in any of 
these preparations. It seems clear that the amounts 
of penicillin K in commercial penicillin should be 
minimized, and it also seems desirable to standardize 
impure mixtures of penicillin for therapeutic use 
by some method other than the bactericidal activity 
in vitro. Until such a method is devised, it is essen- 
tial to use considerably larger doses of penicillin in 
the therapy of infections than were formerly con- 
sidered effective. 
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NEW HAMPSHIRE 
MEDICAL SOCIETY 


DEATH 


SANDERS — Loren A. Sanders, M.D., of Concord, died 
April 24. He was in his seventy-second year. 

Dr. Sanders received his degree from the New York Uni- 
versity College of Medicine in 1899. He was medical referee 
for Slerianask County and attending surgeon at the New 
Hampshire Memorial Hospital. He was a fellow of the 
American College of Surgeons. 

His widow survives. 


MASSACHUSETTS DEPARTMENT 
OF PUBLIC HEALTH 


LIST OF MASSACHUSETTS LABORATORIES 
HOLDING CERTIFICATES OF APPROVAL 


The Department of Public Health has just pub- 
lished its first list of the laboratories in the Com- 
monwealth currently holding certificates of ap- 
proval, indicating the tests for which each laboratory 
is approved. Copies have been mailed to all hos- 
pital superintendents and chiefs of staff, as well as 
to the laboratory directors and head technicians of 
the approved laboratories themselves. 

The approval of bacteriologic and serologic lab- 
oratories stems from Section 1844 of Chapter 111, 
which was passed in 1939, stating that the Depart- 
ment may at the request of a laboratory issue a cer- 
tificate of approval for the performance of desig- 
nated bacteriologic and serologic tests that the De- 
partment finds the laboratory capable of perform- 
ing satisfactorily. Application is voluntary, but 
laboratories are urged to seek approval for all tests 
that they routinely perform, not for those done else- 
where. 

The approval of a laboratory is determined essen- 
tially by the qualifications of its personnel, the 
suitability of its quarters and equipment, the use of 
accepted methods, the satisfactory performance of 
its work and the maintenance of adequate labora- 
tory records. Accuracy of tests is ascertained by 
ability to maintain close agreement with other 
laboratories on specimens sent out periodically to 
approved laboratories by the State Bacteriological 
and Wassermann laboratories. This is the most im- 
portant single method for evaluation of a laboratory. 
From time to time visits are made by a member of 
the Department to reappraise the laboratory and to 
make suggestions when desired. A certificate of ap- 
proval is granted for one year, and renewal is de- 
pendent on a continued satisfactory standard. 

Chapter 155 of the Acts of 1946 extends the 
laboratory-approval program to include ordinary 
blood grouping and Rh blood testing, as well as cross 
matching of donors and recipients for blood trans- 
fusions. In addition, it authorizes the issuance of 
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certificates of approval for laboratory tests on milk, 
foods, eating utensils, water and sewage. A list of 


_ laboratories approved for these additional tests will 


be available later. 


CONSULTATION CLINICS FOR CRIPPLED 
CHILDREN IN MASSACHUSETTS UNDER 
THE PROVISIONS OF THE SOCIAL 
SECURITY ACT 


Cuinic DaTE Ciinic ConsuLTANT 
Haverhill July 3 William T. Green 
Gardner uly 9 John W. O’Meara 

(Worcester Sub-clinic) 

Brockton uly 11 George W. Van Gorder 
Pittsfield July 15 Frank A. Slowick 
Salem July 15 Paul W. Hugenberger 
Worcester July 19 oo W. O’Meara 

Fall River July 22 avid S. Grice 
Hyannis July 23 Paul L. Norton 


Physicians referring new patients to clinic should get in 
touch with the District Health Officer to make appointments. 


MISCELLANY 


CONSULTATION SERVICE FOR DIAGNOSIS AND 
TREATMENT OF MALIGNANT TUMORS OF IN- 
FANCY AND CHILDHOOD 


Announcement is made of the establishment of a consultation 
service to provide assistance in the diagnosis and treatment 
of tumors of infancy and childhood. This is a further step 
in the organization of the Children’s Cancer Center, a unit 
of the Medical Center for Children in Boston. 

This is not a tumor registry. It is designed, rather, to give 
without charge immediate diagnostic assistance and advice 
concerning therapy and prognosis to any doctor who will 
send the necessary clinical data, microscopic sections and 
x-ray films. Replies will be given by air mail or, when neces- 
sary, by telephone or telegraph. The project, which is sup- 
ported in part by a grant-in-aid from the National Advisory 
Cancer Council, will be paralleled by a research peoerems 
concerning the biology of tumors of early life, together with 
a consideration of the clinical, pathological and epidemiologic 
aspects of the problem. 

The consultation service will be rendered by a group of three 
pathologists, Dr. S. Burt Wolbach, Dr. Charles F. Branch 
and Dr. Sidney Farber, and one roentgenologist, Dr. Edward 
D Neuhauser, with the co-operation, when indicated, 
of the entire staff of the Children’s Hospital, through the 
chiefs of the clinical services. Doctors representing all the 
clinical and laboratory specialties concerned with the infant 
or child will be available for consultation. 

Communications should be sent to Dr. Sidney Farber, 
Children’s Hospital, 300 Longwood Avenue, Boston 15, 
seeeiemenetts. The service will begin to function on August 

rst. 


CORRESPONDENCE 


AMERICAN COMMITTEE 
FOR YUGOSLAV RELIEF 


To the Editor: We medical men know that the work of 
saving human lives knows no boundaries. The horror of war 
is over, but the battle for survival is still going on in Yugo- 
slavia. It must be said that disease and death conquer even 
where the Nazis failed. 

During the war, Yugoslavia lost nearly 2,000,000 — 15 
per cent of the total population. We roe a plea for the 


living, many of whom are also doomed to die unless you help 
them. We speak for the 1,487,000 children in desperate need 
of medical care. We speak for 150,000 known victims of 
tuberculosis. 
malaria. We appea 


We 7 for 1,000,000 persons infected with 
for their very lives. 
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Statistics all too frequently dull the imagination, yet we 
cannot present the medical case of Yugoslavia without them. 
Please bear in mind that figures denote people and people 
are suffering. In Macedonia half the population has malaria. 
In Yugoslavia as a whole, 1 out of 25 has tuberculosis and 
the death rate from tuberculosis is ten times higher than that 
in the United States. In prewar Yugoslavia, the infant mor- 
tality rate was the highest in Europe, with 155 dead for every 
1000 living births, as compared with 56 in the United States. 
Now the infant mortality rate has risen to 170, while in 
Greater New York it has decreased to 35, in Sweden to 30 
and.in England to 38. 

As against this background of widespread disease and 
soaring death rates, consider the medical facilities now avail- 
able to the Yugoslavs. In all of Yugoslavia there are but 
12,000 hospital beds. For the 150,000 people with active 
tuberculosis who require hospitalization, there are only 
1500 beds. In mountainous Yugoslavia with its shattered 
communications there is but 1 doctor to every 5000 people, 
and in isolated communities it is nearer 1 doctor to every 
10,000 — Greater New York has 1 physician to 450 persons. 
Tuberculosis-ridden Yugoslavia has but 2 chest surgeons. 
These are the figures. 

Yugoslavia needs — desperately needs — hospitals, clinics, 
research laboratories and facilities for training doctors and 
nurses. The American Committee for Yugoslav Relief, 235 
East 11th Street, New York City, is conducting a campaign 
for $5,000,000 to provide some part of these medical necessi- 
ties. We feel sure that the health program of the Committee 
will meet with warm response. Our land is rich, the will of 
the people to help, unprecedented, and its generosity, un- 


surpassed. 
Scuicx, M.D. 
KENDALL Emerson, M.D. 
Evan D. Tuomas, M.D. 
Zuivko ANGELUSCHEFF, M.D. 
235 East 11th Street 
New York 3, New York 


BOOK REVIEWS 


The History of Surgical Anesthesia. By Thomas E. Keys, 
M.A. With an introductory essay by Chauncey D. Leake, 
and a concluding chapter, ““The Future of Anesthesia,”’ by 
Noel A. Gillespie. 8°, cloth, 191 pp., with 43 illustrations. 
New York: Schuman’s, 1945. $6.00. 

This authentic and official history of anesthesia represents 
a synthesis of five essays and a chronology of anesthesia 

reviously published by the author, well known as reference 
sion for the Mayo Clinic. The introductory essay by 
Professor Leake, of the University of Texas, who developed 
the use of divinyl oxide, discusses the nature of pain and anes- 
thesia and the discovery of modern anesthetic agents. The 
body of the text by Major Keys presents a complete history 
of the development of anesthesia, followed by a chronolog 
of events relating to anesthesiology and allied subjects, enh 
a bibliography of over three hundred references arranged 
both by subject and by author. Dr. Gillespie’s concluding 
chapter forecasts the further development of the professional 
anesthetist as a specialist in medicine. An appendix by 
Dr. John F. Fulton, of Yale University, contains his biblio- 
raphic study of the Morton and Warren letheon tracts. 
This authoritative and scholarly work of reference is ad- 
mirably illustrated by an engraved frontispiece and by forty- 
five well selected text figures. 


Radiologic Examination of the Small Intestine. By Ross 
Golden, M.D. 4°, cloth, 239 pp., with 75 illustrations. Phil- 
adelphia: J. B. Lippincott Company, 1945. $6.00. 

This is an excellent monograph by a highly qualified author 
on a much neglected portion of the human anatomy. It is 
the ideal prescription for the manuscripts desired by all 
medical-book publishers, and it is truly fulfilled in this 200- 
page book, profusely and well illustrated. It matters little 
that the so-called ‘“‘deficiency states,’’ mesenteric lesions, 
hypoproteinemia and other conditions all present a similar 
x-ray pattern. The chief value of this book is that it focuses 
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attention on disorders of motor function in the small bowel 
and details methods of study and analysis that may result 
in definite clinical dividends, as well as the accumulation of 
factual physiologic data. 

There are excellent chapters on the anatomy and physiology 
of the small bowel, on the use of the Miller-Abbott tube and 
on all the various pathologic processes that may involve 
this clinical terra incognita. 

This monograph is a great credit to the author and should 
be a source of pride to the publishers, as it is well and accurate- 
ly put together. Of interest and value chiefly to radiologists, 
it should be owned and carefully studied by all physicians 
who try to diagnose or treat gastrointestinal disease. 


BOOKS RECEIVED 


The receipt of the following books is acknowledged, 
and this listing must be regarded as a sufficient return 
for the courtesy of the sender. Books that appear to be 
of particular interest will be reviewed as space permits. 
Additional information in regard to all listed books 
will be gladly furnished on request. 


The Fundamentals of Electrocardiographic Interpretation. 
By J. Bailey Carter, M.D., assistant (Rush) professor, De- 
partment of Medicine, University of Illinois College of Medi- 
cine, and member of attending staff, Cook County and Au- 
rinse hospitals, Chicago. With a foreword by Horatio 

. Williams, M.D., Dalton Professor of Physiology, College 
of Physicians and Surgeons, Columbia University, New 
York. Second edition. 8°, cloth, 406 pp., with 307 illustra- 
tions. Springfield, Illinois: Charles C Thomas, 1945. $6.00. 


This second edition of a manual first published in 1937 


‘has been thoroughly revised and brought up to date. The 


book is not a report of research, and debatable questions 
have been avoided. The manual is designed to aid the be- 
ginner in acquiring a practical working knowledge of the 
subject. Much of the material concerning coronary disease 
is new or has been rewritten. Many new illustrations have 
been added, and the extensive bibliographies appended to 
each chapter have been brought up to date. 


Common Ailments of Man, Edited by Morris Fishbein, M.D. 
8°, cloth, 177 pp., illustrated. Garden City: Garden City 
Publishing Company, Incorporated, 1945. $1.00. 

This popular manual has been designed to further the 
peyaean's knowledge of the ills that are likely to beset him. 
The various articles on common ailments by recognized 
medical specialists have been reprinted from Hygeia. 


Penicillin and Other Antibiotic Agents. By Wallace E. Herrell, 
M.D., M.S., assistant professor of medicine, Mayo Founda- 
tion, University of Minnesota, and consultant in medicine, 


ayo Clinic, Rochester, Minnesota. 
with 45 illustrations and 45 tables. 
Saunders Company, 1945. $5.00. 


In this monograph Dr. Herrell has tried to bring together 
the fundamental, experimental and clinical studies that 
have been carried on with penicillin and other antibiotic 
agents. The book is divided into four parts. The first has 
to do with the history, preparation and chemistry of peni- 
cillin. The second and third, comprising the major portion 
of the text, concerns the clinical use of penicillin. The fourth 
discusses other antibiotic agents, including tyrothricin, 
streptothricin, streptomycin and other miscellaneous agents. 


8°, cloth, 348 pp., 
Philadelphia: 


Physical Diagnosis. By Ralph H. Major, M.D., professor 
of medicine, University of Kansas. Third edition revised. 
8°, cloth, 444 pp., with 458 illustrations. Philadelphia: 
W. B. Saunders Company, 1945. $5.00. 

This third edition of a standard text has been revised in 
the light of recent advances since the publication of the 
second edition in 1940. 
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Principles of Psychology for the Basic Course in Nursing. 
By Rev. J. Edward Rauth, O.S.B., Ph.D.; and Sister 
iduusiee Sheehy, R.S.M., R.N., Ph.D., assistant professor 
of nursing education, Catholic University of America. 12°, 
cloth, 200 pp., with 18 illustrations and 8 tables. Milwaukee: 
The Bruce Publishing Company, 1945. $2.00. 

This small manual is based on the authors’ experience in 
teaching psychology in schools of nursing. It is designed 
as a ceethtie manual, and the applications of psychologic 
principles of various nursing situations have been indicated 
in the text and a few case histories have been included. This 
text is not a book for self-study but is intended to be used 
as a basis for discussion with the teacher. 


Bronchial Asthma. By Leon Unger, M.D., assistant professor, 
Department of Medicine, Northwestern University Medical 
School, Chicago. With an introduction by Morris Fishbein, 

.D., editor, Journal of the American Medical Association. 
8°, cloth, 724 pp., with 126 figures. Springfield, Illinois: 
Charles C Thomas, 1945. $9.00. 

This work on bronchial asthma has been written from the 
viewpoint of allergy, and the author has endeavored to present 
a comprehensive treatise on his subject. Extended dis- 
cussion is given to etiology, including constitutional and 
exciting factors. The exciting factors are divided into in- 
halants (allergens), ingestants (foods and drugs) and miscel- 
laneous (silk, parasites, physical agents and bacteria). The 
author believes that the most important causes of asthma 
are the inhalants or allergens, and these substances are de- 
scribed in considerable detail. Following are extensive 
chapters on diagnosis, symptomatology, pathology and 
treatment (specific and nonspecific), including the sources 
of allergens, elimination diets, patent medicines used in 
asthma, and physical exercises for asthmatics. The labora- 
tory section describes the preparation of extracts. There 
are chapters on other allergic diseases related to asthma and 
on the military aspects of the disease. The beginning chap- 
ters consider the technical terms used and their interpreta- 
tion, as well as the history of bronchial asthma from ancient 
times to the present. Selected references are appended to 
each chapter and the printing is well done, with a good type 
on good paper. Dr. Morris Fishbein in his introduction 
characterizes the work as the most complete consideration 
of the subject thus far available in any single book. 


NOTICES 


FELLOWSHIPS FOR THE STUDY OF 
RHEUMATIC FEVER 


The American Council on Rheumatic Fever of the Ameri- 
can Heart Association announces that applications for 
American Legion fellowships for the study of rheumatic fever 
will be accepted from recognized institutions concerned with 
the study of rheumatic fever and rheumatic heart disease. 
Two fellowships are available; each is for a period of three 
years and carries a stipend of $3500, $4000 and $5000 for the 
first, second and third years respectively. 

Each application should supply information concerning 
the institution, the projected study and the individual pro- 
posed for the fellowship. Applications wiil be received until 
August 1, 1946, and will become effective September 1, 1946. 

These fellowships have been made available by a grant 
from the American Legion and the Women’s Auxiliary of the 
American Legion as part of their program of fostering research 
in rheumatic fever and rheumatic heart disease. 


INDUSTRIAL HEALTH CONGRESS 


The seventh Annual Congress on Industrial Health will 
be held in Boston September 30 through October 3 at the 
Copley-Plaza Hotel, under the sponsorship of the Council 
on Industrial Health of the American Medical Association. 

The program, as in the past, will include speakers of na- 
tional note and is expected to attract hundreds of medical 
men, nurses, hygienists and, in addition, legislators, in- 
dustrialists and others interested in the field of health in in- 
dustry. 


THE NEW ENGLAND JOURNAL OF MEDICINE 


June 27, 1946 


At a later date further announcements relative to the exact 
program will be made in the Journal. Because of the im- 
portance of the meeting, those expecting to attend are urged 
to make their hotel and transportation plans as early as 
possible. 


NEW ENGLAND HOSPITAL 
FOR WOMEN AND CHILDREN 


The monthly clinical conference and meeting of the staff 
of the New England Hospital for Women and Children will 
be held on Tuesday, July 9, at 11:00 a.m. in the classroom 
of the Nurses’ Residence. Dr. Edwin B. Astwood will speak 
on the subject “‘Thiouracil in the Treatment of Hyper- 
thyroidism.” Dr. Merry Pittman will be chairman. 


ANNOUNCEMENTS 


Dr. Franklin G. Balch, Jr., has returned from aaval duty 
and will resume the practice of surgery at 330 Dartmouth 
Street, Boston. 


Dr. Francis F. Cary announces the opening of an office for 
the practice of internal medicine in the Professional Building, 
58 Federal Street, Greenfield. 


Dr. James Harrison announces his return from military 
service and the reopening of his office for the practice of 
medicine at 69 Bridge Street, Dedham. 


_ Dr. A. Macaluso, having been released from active service 
in the U. S. Naval Reserve, announces his return to prac- 
tice with an office at 484 Commonwealth Avenue, Boston.- 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston District FoR THE WEEK BEGINNING 
Tuurspay, Juty 4 


Fripay dpe 5 
*16:00 a.m.-12:00 m. Medical Staff Rounds. Peter Bent Brigham 
Hospital. 
Tuvespay, Jury 9 
12:00 m.-1:00 p.m. Dermatological Service, Grand Rounds. Amphi- 
theater, Dowling Building, Govses City Hospital. 
*12:15-1:15 p.m. Conference. 


Peter Bent 


righam Hospital. 
Wepwespay, Jury 10 

*10:30-11:30 a.m. Medical Clinic. Isolation Building Amphitheater, 
Children’s Hospital. 

*12:00 m. Clinicopathological Conference. (Children’s Hospital.) 
Amphitheater, Peter Bent Brigham Hospital. 

*2:30-4:00 p.m. Combined Clinic by the Medical, Surgical and 
Orthopedic Services. Amphitheater, Children’s Hospital. 


*Open to the medical profession. 


Marcu 15-SepremBer 15. Boston University Course for Discharged 
Medical Officers. Page 240, issue of February 14. 

June 29. American College of Chest Physicians. Page 544, issue of 
April 18. 

Jury 3. 
June 13. 

Jury 9. New England Hespital for Women and Children. Notice above. 

SerptemBer 4-7. American Congress of Physical Medicine. Page 616, 
issue of May 2. 

SepremBeR 30-Ocroser 3. Industrial Health Congress. Notice above. 

Octoser 6-12. Interamerican Congress of Cardiology. Page xix, issue of 


Harvard Medical Alumni Association. Page 808, issue of 


une 6. 
Ocrosper 7-18. New York Academy of Medicine. Page 544, issue of 
April 18. 


District Mepicau Society 


PLYMOUTH 


Octoser. Jordan Hospital, Plymouth. 

NovemBer. Plymouth County Hospital, South Hanson. 
January. Brockton Hospital, Brockton. 

Fesruary. Moore Hospital, Brockton. 

Marca. Goddard Hospital, Brockton. 

Apriv. State Farm, Bridgewater. 

May. Lakeville Sanatorium, Lakeville. 


